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PREFACE 
When I migrated to Australia in 2013 and was looking for some voluntary work, I came into 
contact with Professor Phillipa Hay. She was generous enough to provide me the opportunity of 
working with her. During that period, I transcribed interviews conducted on males and females 
with Eating Disorders and undergoing therapy for anorexia nervosa in an ongoing randomised 
controlled trial. Whilst listening to the interviews, I observed that out of all the therapy sessions 
there were only a few with men. This raised many questions for me. Why there is such 
imbalance? Do men not have eating disorders? Why don't men seek treatment?  What happens 
when they are in treatment?  
With an aim of further exploring the treatment and recovery experiences of males with an eating 
disorder, I conducted a systematic review with Professor Hay. Out of 201 papers, we found only 
four studies that met the inclusion criteria and these mostly concerned barriers to treatment for 
males rather than experiences during treatment. My interest in further investigating this 
question resulted in formulating the overall aim of this thesis i.e., to broaden my understanding 
of the treatment experiences of men with eating disorders. 
There are four sections to this thesis. Part one provides a general introduction about eating 
disorders and discusses the epidemiological findings and gaps in these studies. It goes on to 
outline the overall aims and methods of this research.  Part two is comprised of two quantitative 
chapters or manuscripts, one of which has been published in a peer-reviewed journal. Part three 
includes two qualitative manuscripts, one of which has been published in a peer-reviewed 
journal, while another is under review for publication in a peer-reviewed journal. 
  
 
Part 4 provides a detailed discussion of the outcomes of the research. This part elaborates on 
the findings of individual manuscripts and their association with other findings of this thesis and 
external research conducted in the field of eating disorders. 
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THESIS ABSTRACT 
Key Words: Eating Disorders, Men, Treatment, Experiences 
Eating disorders (EDs) are generally considered a female problem, despite the fact 
that the proportion of men with EDs is increasing. The objective of this thesis was 
firstly to investigate and compare a community sample of men and women with EDs 
quantitatively on different parameters and secondly, to explore the treatment 
experiences of men with an ED using qualitative data i.e., autobiographies, interviews 
and metasynthesis of research papers.  
The aim of the first study, presented in Chapter Four, was to investigate the status of 
mental health treatment and the use of antidepressants in men and women with EDs. 
The study in Chapter Five sought to compare gender differences in help-seeking for 
an ED. It examined the role of gender as a predictor of help-seeking while controlling 
for other putative determinants, namely, ED self-identification, the core ED feature 
of overvaluation of weight/shape, age, BMI, education and impairment in role 
functioning.  
Chapter Six is a metasynthesis that explored available qualitative research studies in 
order to broadly understand the diverse experiences and treatment of people with 
EDs. In Chapter Seven, the treatment experiences of those who had previously 
suffered an ED were investigated using autobiographical data.  
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 The thesis used fourdatasets:1) a cross-sectional population sample from 
South Australia collected in 2015 (Chapter Four); 2) a cross-sectional, population 
sample from South Australia collected in 2005 (Chapter Five); 3) qualitative studies 
regarding the treatment experiences of male, female and transgender individuals 
with EDs (Chapter Six); 4) autobiographies of men who had experienced an ED and 
sought any form of treatment (Chapter Seven).  
Chapter Four found that when compared to women, men with an ED were 
significantly less likely to receive treatment for a mental health problem or be taking 
an antidepressant.  As reported in Chapter Five, regarding gender, self-identification 
and help-seeking, it was found that gender may not be the primary factor influencing 
help-seeking for an ED and BMI appeared to better account for help-seeking 
behaviours than gender or any other features.  Men and women with an ED had 
similar levels of functional health impacts but men were younger, less likely to 
employ purging and had lower levels of weight/shape overvaluation. 
The metasynthesis in Chapter Six resulted in three broad themes with sub-themes 
within: 1) out of sight, out of mind; 2) lack of health literacy amongst healthcare 
providers; 3) pathways into treatment that address stigma. The main findings from 
Chapter Seven were that for men, the concern of staff members, the therapist’s 
expertise and a collaborative treatment approach were considered optimal to 
treatment. In contrast, apathy of staff members, the author’s own negative 
preconceptions, perceptions of treatment providers as prioritising financial concerns, 
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being incompetent or judgmental, as well as the time limitations of sessions, were 
considered unfavourable treatment experiences.  
The studies in this thesis supplement the limited research in the field of EDs 
relating to men and their treatment experiences. The utilisation of different datasets 
increases the value of the research. The primary implications of the findings include 
recommendations for health care practitioners treating men with EDs, along with 
valuable insights into areas where improvement is clearly required. 
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CHAPTER 1 
INTRODUCTION 
"Eating disorders know no colour, race, religion, faith, economic background or 
gender. I did not choose to be a man with an eating disorder" [1]. 
1.1 Definition of Eating Disorders 
Eating disorders (EDs) are categorised as mental health disorders involving 
abnormal eating habits and behaviours. The fifth edition of the Diagnostic and 
Statistical Manual of Mental Disorders (DSM-5), released in May 2013, renamed the 
ED section as "Feeding and Eating disorders", specifying three EDs: anorexia 
nervosa (AN), bulimia nervosa (BN) and binge eating disorder (BED). In addition, 
DSM-5 includes three feeding disorders: pica, rumination disorder (RD) and 
avoidant/restrictive food intake disorder (ARFID).  The DSM-5 renamed the DSM-IV 
category "eating disorders not otherwise specified "(EDNOS) as "other specified 
feeding and eating disorder" (OSFED), with the aim of reducing the number of 
residual category diagnoses, while simultaneously broadening the AN and BN criteria. 
The categories reflect the various forms of EDs, for instance excessive food intake 
affecting an individual's physical and mental health, as well as the more widely 
known restrictive disorders. 
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Anorexia nervosa (AN) is a condition in which an individual practises extreme food 
restriction to the point of self-starvation and excessive weight loss. By definition, the 
person is underweight for their age and height. Two subtypes of AN are defined as: 
the restrictive/compulsive exercise and binge-eating/purging types. In the restrictive 
type, the loss in weight is because of excessive exercising, fasting or dieting; whereas, 
in the latter case, the individual engages in self-induced vomiting and misuse of 
diuretics, laxatives or enemas after binge eating. Severity criteria are based on body 
mass index (kg/m2) status [2]. 
Bulimia nervosa (BN) is characterised as a condition in which an individual has 
episodes of loss of control over his/her eating. These episodes are accompanied by 
repeated compensatory behaviours that include self-induced vomiting, laxative 
misuse, exercising too much, fasting and use of diuretics or other medications to 
prevent weight gain. In BN, these behaviours must have occurred at least once a 
week over the past three months to meet DSM-5 criteria. The severity is defined 
according to frequency of compensatory behaviours [2].  
Binge Eating Disorder (BED) is characterised by recurrent and distressing 
binge eating episodes when the affected individual eats large amounts of food in a 
discrete period of time and lacks a sense of control during that period. Binge eating 
involves eating more rapidly than normal, eating until uncomfortably full, eating large 
amounts even when not hungry, eating alone because of embarrassment, and feeling 
disgusted or guilty after eating. It must occur at least once a week for three months. 
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There are no compensatory behaviours. In the DSM-5, severity is defined according 
to the frequency of binge eating [2]. 
Avoidant/Restrictive Food Intake Disorder (ARFID) is an eating/feeding 
problem in which the individual shows a lack of interest in eating or avoidance of 
food, usually because of its sensory (e.g., textural) characteristics. An individual 
suffering from ARFID could either have significant weight loss, nutritional deficiency, 
or both. This condition also interferes with the psychosocial functioning of the 
individual. There are a number of other diagnoses that take precedence if present 
including anorexia nervosa, any other eating disorder, and autism [2]. 
Other Specified Eating or Feeding Disorder (OSFED) includes presentations 
that indicate symptoms of feeding and EDs that clinically affect social, occupational 
and other important areas of functioning but do not meet the full criteria for any of 
the feeding or eating disorder diagnostic categories mentioned above. In OSFED, 
there is a specific reason why the presentation does not meet the criteria for any 
other eating or feeding disorder. Examples include atypical anorexia nervosa, bulimia 
nervosa of low frequency and/or limited duration, binge eating of low frequency 
and/or limited duration, purging disorder, and night eating syndrome [2]. 
Unspecified Feeding or Eating Disorder (UFED) includes presentations that 
indicate symptoms of feeding and EDs that clinically affect social, occupational and 
other important areas of functioning but do not meet the full criteria for any of the 
feeding or eating disorder diagnostic classes mentioned above. Unlike OSFED, the 
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clinician chooses not to specify the reason that the presentation does not meet the 
criteria for a specific feeding and eating disorder [2]. In earlier editions of the DSM, 
OSFED and UFED were known collectively as Eating Disorder Not Otherwise Specified 
(EDNOS). The specific diagnostic criteria as defined by the DSM-5 [2] are noted in 
Appendix 1. 
Eating disorders (EDs) are associated with very high levels of medical and 
social disability [3], role impairment [4], physical impairment [5], psychological 
impairment [6], reduced mental health-related quality of life (MHRQoL) [7] and 
increased comorbid psychopathology such as mood disorders, major depression, 
anxiety disorders and alcohol dependence [8, 9]. Furthermore, EDs are frequently 
associated with bipolar spectrum disorders [10] and suicidal behaviours (suicidal 
ideation, suicidal gestures, suicidal attempts and death) [11, 12].  
The earliest records of EDs date back to the 16th century [13] when Richard Morton 
presented a medical account of anorexia nervosa, which he referred to as "nervous 
consumption" caused by "sadness and anxious cares".  He depicted two cases, of 
which one was male. Although increasingly common in young men, widespread 
cultural constructions of EDs as a "feminine problem" [14] mean that men may fail to 
recognise ED symptoms [15] and their disorder largely goes undetected and 
untreated [16, 17]. Moreover, health professionals have few resources to help them 
work with men who suffer from EDs [18]. 
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1.2 Epidemiology and associated factors 
Epidemiological studies depict the distribution and determinants of health and 
disease conditions in specific populations, examining prevalence and incidence rates. 
EDs are reported as rare in the general population; however, this may be due to the 
use of psychiatric case registers and hospital medical records to measure prevalence. 
There is a high likelihood that these figures underestimate occurrence. Not all 
sufferers will be diagnosed or referred for further treatment. Further, patients often 
deny or hide their illness and avoid seeking professional help [19]. In recent years, 
there has been an increased amount of literature on the epidemiology of EDs. The 
following section is limited to large studies (i.e., sample size N> 500), conducted 
within a community population in the last ten years. 
1.2.1 Prevalence of Eating disorders 
Prevalence is defined as either point, 12-month or lifetime. The prevalence at a 
particular point in time is called point prevalence. Prevalence of EDs and ED related 
behaviours is increasing [20, 21], in particular binge eating and very strict 
dieting/fasting [22]. This may be due to the inclusion of BED in the DSM-5 [23]. The 
point prevalence (one-month) of DSM-5 EDs in 1383 children, drawn from a cohort 
of 2804 Australian mothers, was estimated by Allen et al. in 2013, [24]. At age 20, the 
prevalence was 15.2% in females (mostly BN or BED) and 2.9% in males (mostly 
OSFED). The point prevalence according to the DSM-5 criteria for AN, BN and BED in 
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cohort sample of adolescents was estimated at 1.2%, 0.6% and 1.6% respectively for 
women and 0.1%, 0.1% and 0.3% respectively for men [25]. In a representative 
sample of Australian adolescents aged 15 years and older, the 3-month point 
prevalence for any DSM-5 AN, BN or BED was estimated as 0.46%, 0.66% and 5.58%, 
respectively [26]. da Luz et al. [22] examined the point prevalence of ED behaviours 
from 1995 to 2015 in a South Australian adult population. Data was collected by 
Harrison Health Research using the Health Omnibus Survey and included over 3,000. 
participants in 1995, 2005 and 2015.  Statistical analysis estimated the point 
prevalence of binge eating in 2015 as 11.1% (1.7-fold increase from 1995 to 2015), 
very strict dieting/fasting as 5.2% (3.3-fold increase from 1995 to 2015) and purging 
as 0.8% (reflecting an increase from 1995 to 2005 and a subsequent decrease from 
2005 to 2015). This increase is however being in ED behaviours and not full syndrome 
ED diagnostic groups.  
The 12-month prevalence rate is the point prevalence plus the annual cumulative 
incidence (the proportion of people presently presenting with the condition or who 
have experienced the condition at any time point preceding 12 months, whereas 
lifetime prevalence is the proportion of people that have had the disorder at any 
point in their life. In a nationally representative survey of a US household population 
sample, Hudson et al. [9] estimated the lifetime prevalence of DSM-IV AN, BN, BED, 
sub threshold binge eating disorder and any binge eating as 0.6%, 1.0%, 2.8%, 1.2% 
and 4.5%, respectively. The lifetime prevalence of EDs (AN, BN, BED) was 0.75 to 
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three times higher among women than men. Some World Health Organisation 
Composite International Diagnostic Interview (CIDI) questions do not precisely mirror 
the DSM-IV criteria for EDs. The prevalence of BED in the study may have been 
overestimated, as some cases that had been diagnosed up to five months previously 
were included in spite of the three-month cut-off. The lifetime information on EDs 
was collected retrospectively. The association of BMI with an ED may have been 
underestimated as the study took account of current BMI only and a past high BMI 
associated with a past ED would have been missed. 
ESEMeD (European Study of the Epidemiology of Mental Disorders) investigators [4] 
conducted a general population (aged 18 years and older) cross-sectional household 
survey in six European countries (Belgium, France, Germany, Italy, Netherlands and 
Spain). The survey utilised a revised version of the CIDI. The lifetime estimated 
prevalence of AN, BN, BED, sub-threshold binge eating disorder and any binge eating 
was 0.48%, 0.51%, 1.12%, 0.72% and 2.15%, respectively. The 12-month prevalence 
of AN was reported as 0%, BN 0.15%, BED 0.31%, sub-threshold BED 0.09% and any 
binge eating 0.54%. In the study, EDs were relatively rare among men and the 
prevalence for all EDs was reportedly three to eight times higher among women than 
men, with the only exception being sub-threshold binge ED. The major limitations of 
this study were the retrospective nature of lifetime symptoms, a relatively small 
number of participants in the high-risk age group for AN (18-25 years), the exclusion 
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of those under 18 years and the fact that the CIDI items did not directly relate to 
DSM-IV criteria. 
In order to compare prevalence among US ethnic minorities with EDs, Marques and 
colleagues [27] collected data from Collaborative Psychiatric Epidemiological Studies 
(CPES) [28]. The data were pooled from the NLAAS [29], NSAL [30] and NCS-R [31] 
samples, which included Latinos and Asians from the NLAAS, African-Americans from 
the NSAL, and non-Latino Whites from the NCS-REach of the three diagnostic 
categories was mutually exclusive and could co-occur with any of the three EDs. The 
fifth category was any ED defined by a diagnosis of AN, BN, or BED but excluding 
respondents with only binge eating. Findings suggested that the 12-month and 
lifetime prevalence of AN, BN and BED was similar across non-Latino White, Latino, 
Asian, and African-American women in the United States. The most prevalent ED was 
BED, followed by BN and AN, for females across all ethnic groups. The 12-month and 
lifetime prevalence estimates for any binge eating exceeded the maximal combined 
prevalence of AN, BN, and BED for 12 months and lifetime in each of the racial and 
ethnic strata examined (except non-Latina White females). Retrospective self-
reported diagnosis could be biased and the study did not estimate the relative 
prevalence of EDs among Native Americans. 
A meta-analysis [23] of community surveys conducted in 2013, reported the lifetime, 
12-month, and 4-week prevalence of EDs as 1.01%, 0.37% and 0.21%, respectively. 
The lifetime, 12-month, and 4-week prevalence of EDs among females was 4.2, 2.6, 
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and 3.2 times the corresponding prevalence in males, respectively. The highest 
lifetime prevalence was found for BED (2.22%) followed by BN (0.81%) and AN 
(0.21%). Similarly, the lifetime prevalence of AN, BN and BED in females were 2.2, 
3.9, and 2.1 times the corresponding prevalence in males. Specifically, the lifetime, 
12-month, and 4-week prevalence of among males were estimated at 0.38, 0.22 and 
0.09, respectively. The main limitation of the findings is that some studies included 
only AN and BN; some had a combination of AN, BN and BED; some included atypical 
forms of EDs, while a few did not indicate the type of ED. 
With an aim to present the epidemiological data of BED and BN from the World 
Health Organisation (WHO) World Mental Health Surveys (WHM), Kessler et al., [6] 
conducted community surveys among individuals aged 18 years or more in 14 
countries (Columbia, Brazil, Mexico, Romania, Belgium, France, Germany, Italy, The 
Netherlands, New Zealand, Northern Ireland, Portugal, Spain, United States). 
Interviews were conducted with 24 124 participants using DSM-IV criteria for EDs. 
The lifetime and 12-month prevalence of BED were estimated at 1.9% and 0.8% 
compared to 1.0% and 0.4% for BN, respectively. The study employed fully structured 
interviews to retrospectively assess lifetime disorders, which could have led to 
underestimation of lifetime prevalence. 
The first study to examine the prevalence of DSM-5 EDs was conducted by Smink et 
al., [25]. The Dutch community cohort of adolescents formed the sample and the 
lifetime prevalence of any ED, AN, BN and BED for women was found to be 5.7%, 
  
11 
 
1.7%, 0.8% and 2.3% respectively; and for men, 1.2%, 0.1%, 0.1% and 0.7% 
respectively. The most common diagnoses among women were AN and BED, while 
for men BED cases were the most highly diagnosed. 
Meng & D'Arcy [32] presented the secondary analyses of national cross-sectional 
survey data in a Canadian population [33]. The study reported lifetime prevalence for 
eating problems (EPs) as 1.70% in people aged 15 years or older. Although EPs do not 
provide clinical diagnosis of an ED, they identify abnormal eating habits and concerns 
about weight [34]. The apparent discrepancy in the reported increase in ED 
behaviours in the community but not in prevalence in these recent studies may be 
for several reasons. First the Australian studies were of ED symptoms and not full 
diagnostic syndromes. The studies used different assessment instruments and many 
diagnostic instruments do not ask about all symptoms if the first “entry” symptom is 
negative so sub-syndrome cases are not asked about. It may also be that ED 
symptoms are becoming “normative’ and not associated with as much distress and 
consequently not contributing to an increase in diagnoses (e.g., [35].  
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Table 1: Detail of Epidemiological Studies 
Reference Study Design Participants Method and 
ED definition 
Prevalence 
Rates 
Allen t al. 
2013 [24] 
Data collected in 
accordance with 
Australian 
National Health 
and Medical 
Research Council 
Guidelines for 
Ethical Conduct. 
Prospective study 
Number: 1383 
Age: 14 to 20 
years 
Region: 
Representative 
of Western 
Australia 
ED symptoms 
assessed 
using Child 
Eating 
Disorder 
Examination 
(ChEDE, 
Bryant et al., 
1996) and 
EDE-Q 
(Fairburn & 
Beglin, 1994) 
Point 
prevalence of 
ED 
Female 15.2% 
Male 2.9% 
 
Smink et 
al., 2014 
[25] 
Data collected in 
2 stages  
Stage 1: Self-
report 
questionnaire 
Stage 2: 
Diagnostic 
interview 
Number: 1595 
Age: 
Adolescents 
Region: 
Netherlands 
 
Interview 
EDs defined 
according to 
DSM-5 
Point 
prevalence 
Female 7.4% 
Male 1.0% 
Lifetime 
prevalence of 
EDs 
Female 11.3% 
Male 2.4% 
 
Hay et al. 
2015 [26] 
Data collected in 
2008-2009 from 
Health Omnibus 
Survey 
Number:6041 
Age: 15+ years 
Region: 
Representative 
of South 
Australian 
population 
Interview 
ED defined 
according to 
DSM-5 
Point (3-month) 
prevalence 
AN 0.46% 
BN 0.66% 
BED 5.58% 
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da Luz et 
al. (2017) 
[22] 
Data collected by 
Harrison Health 
Research that 
used Health 
Omnibus Survey 
from 1995 to 
2015 
Number: 3001 
(1995), 3047 
(2005), 3005 
(2015) 
Age: 15+ years 
Region: 
Representative 
of South 
Australian 
population 
ED defined as 
DSM-5 
criteria 
Point 
prevalence 
Binge-eating: 
11.1% 
Very Strict 
dieting/fasting: 
5.2% 
Purging: 0.8% 
Hudson et 
al. 2007 
[9] 
Data collection 
in 2 phases 
from 2001 to 
2003. 
Phase I: Core 
diagnostic 
assessment. 
Phase II: 
Administered to 
those who met 
criteria for 
Phase I. 
Number: 9282 
Age: Adults 
18+ years 
Region:  
Representative 
USA 
population 
Interview: 
Revised CIDI. 
ED defined as 
per DSM IV 
plus 
additional 
categories of 
sub-threshold 
ED and any 
BE. 
 
Lifetime: 
AN 0.6% 
BN 1.0% 
BED 2.8% 
Sub-threshold 
BED 1.2% 
Any BE 4.5% 
12-month 
AN 0% 
BN 0.3% 
BED 1.2% 
Sub-threshold 
BED 0.6% 
Any BE 2.1% 
Preti et al 
2009 [4] 
Data collection 
from 2001-2003 
in 2 phases. 
Phase I: Cross- 
sectional 
population 
survey 
examining 
mood and 
anxiety 
disorders 
Phase II: 
administered to 
those meeting 
phase I criteria 
Number: 4139 
Age: 18+ years 
Region: 
European 
(Belgium, 
France, 
Germany, Italy, 
Netherlands, 
Spain). 
Interview: 
Revised CIDI 
ED defined as 
per DSM IV 
plus 
additional 
categories of 
sub-threshold 
ED and any 
BE. 
Lifetime 
AN 0.48% 
BN 0.51% 
BED 1.12% 
Sub-threshold 
BED 0.72% 
12-month 
AN 0%,  
BN 0.15% 
BED 0.31%Sub-
threshold 
BED0.09% 
Any BE 0.54% 
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Marques 
et al. 
2011 [27] 
Data from 
Collaborative 
Psychiatric 
Epidemiological 
Studies (CPES). 
This combined 
three nationally 
representative 
U.S. samples: 
The National 
Survey of 
American 
Life (NSAL), The 
National Latino 
and Asian 
American 
Study (NLAAS), 
and the 
National 
Comorbidity 
Survey 
Replication 
(NCS-R) 
Number: 3750  
Age: 18 +years 
 (African 
Americans), 
1621 (Black 
respondents of 
Caribbean 
descent), 2554 
(Latinos), 2095 
(Asian 
American) 
Region: United 
States 
Surveys  
DSM-IV 
Lifetime 
AN 0.08%-
0.39% 
BN 0.51%-
2.03% 
BED 1.24%-
2.11% 
Any Binge 
eating 2.53%-
5.6% 
12-month 
AN 0.0%3-
0.06% 
BN 0.16%-
1.01% 
BED 0.55%-
1.11% 
Any Binge 
Eating 1.04%-
2.72% 
Qian  et al 
2013 [23] 
Meta-analysis 
of community 
surveys from 
1966 to 2013 
Number-15 
studies (2-USA, 
2-Latin 
America, 6-
Western 
Europe, 3- 
South Korea, 1-
New 
Zealand,1- 
covered 14 
countries. 
Age: 15 years 
Published in 
English or 
Chinese 
 
  
2 studies 
usedICD-10 
and 13 
studies used 
DSM criteria.  
Lifetime 
ED1.01% 
BED-2.22% 
BN 0.81% 
AN 0.21% 
12-month 
ED 0.37% 
BED 0.87% 
BN 0.375 
AN 0.03% 
4-week 
ED 0.21% 
BED-reported 
by none 
BN 0.26% 
AN 0% 
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Kessler et 
al. 2013 
[6] 
Data from 
World Health 
Organisation 
World Mental 
Health (WMH) 
in 2 phases. 
Phase I: 
Assessed 
mental 
disorders 
Part II: assessed 
correlates and 
non-care 
disorders. This 
included EDs. 
Number: 
24,124 
Age 18+ years 
Region: 14 
countries 
(Columbia, 
Brazil, Mexico, 
Romania, 
Belgium, 
France, 
Germany, Italy, 
The 
Netherlands, 
New Zealand, 
Northern 
Ireland, 
Portugal, 
Spain, United 
States) 
Interview 
using CIDI 
(Composite 
International 
Diagnostic 
Interview) 
BN and BED 
defined as 
DSM-IV. 
Lifetime 
BN1.0% 
BED 1.9% 
12 month 
BN 0.4% 
BED 0.8% 
Meng & 
D'Arcy, 
2015 [32] 
Secondary data 
from national 
cross sectional 
survey 
Number: 
424767 
Age: 15 + years 
Region: 
Canada 
Interview 
Eating 
Problems 
defined as he 
criteria of 
CIDI 
Lifetime 
prevalence: 
Eating problems 
1.70% 
 
1.2.2 Incidence Rate 
The number of new cases of disorder that occur over a specified period of time in a 
population is called the incidence rate and is commonly expressed per 100,000 
persons per year (person-years). The incidence of AN and broad AN in women aged 
15-19 years was 270 and 470 per 100,000 person-years, respectively, in a study 
conducted in Finland [36]. Whilst the incidence rate for BN for the same group was 
210 per 100,000 person-years [37]. The incidence rate of any ED in females age 15–
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18 was 1,641 per 100,000 person-years [38]. In a review, Smink et al., [19] reported 
that the overall incidence rate of AN has remained quite stable over past decades but 
pointed out that there has been an increase in the high-risk group of 15 - 19-year-old 
girls. This study reported a decrease in the occurrence of BN since the early nineties 
of last century. 
1.2.3 Determinants of Eating Disorders 
Age of onset: The age of onset is defined as the age at which symptoms first occurred, 
as reported by the respondent. EDs usually begin during adolescence or young 
adulthood; however, the course and outcome vary greatly from individual to 
individual [2]. Although EDs are highly common in adolescence [39, 40, 41], the 
prevalence of EDs is higher among individuals who are 16-44 years of age [23]; the 
onset of BN (14.5 - 22.9 years) and BED (15.5-27.2 years) is usually later than the 
onset of AN (10-15 years), i.e. in older adolescence or young adulthood [6]. 
Contradictory to findings of Kessler et al., [6], Smink et al., [25] reported the mean 
age at onset as 15.1 years for AN, 16.0 years for BN and 13.9 years for BED. Hudson 
et al., [9] estimated the median age of onset of five disorders: AN, BN, BED, sub 
threshold binge eating and binge eating as ranging from 18 - 21 years while the period 
of onset risk for AN was five years younger. 
The peak age of onset of AN is early to mid-adolescence but may occur at any 
age, including in childhood, when the gender balance is more even [42]. For BN and 
BED, onset more commonly occurs in later adolescence and young adulthood [43]. 
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Moreover, EDs often go undiagnosed and untreated [17], thus it is common for 
adults to present for treatment many years after onset, even into late middle-age 
[44, 45]. Eating disorder prevalence rates were significantly higher at all-time points 
for females and at age 17 only for males when using DSM-5 criteria compared to 
DSM–IV–TR criteria, [24].  
Sex distribution: The sex distribution of BN and AN is about 10:1 female to male, 
whilst BED is closer to parity. The male to female ratio for prevalence of AN and BN 
has been reported as 3:8 [4] but this could possibly be because of small sample size. 
Men represent a substantive minority of people with an eating disorder [9,46].  In 
children and adolescents there is also a greater proportion in this study of boys than 
in adulthood [42]. In adults ED prevalence rates are higher in women compared to 
men at all age group (excepting at age 17 in a study using DSM criteria) [24]. However, 
the perception of EDs as a problem predominately concerning women likely 
contributes to the relative neglect of men in research studies and also deficits in 
understanding these disorders in men [14].  
Risk groups: Being female, living in urban areas, having a chronic health problem, 
having greater stress, and perceiving poorer mental health have been associated with 
lifetime EPs [32]. Non-heterosexual men are more likely to have an ED. This may be 
because sexual minority individuals are exposed to some unique risk factors such as 
fear of coming out and internalised homophobia that places them in a certain 
sociocultural niche, where he/she may be more prone to specific risk factors such as 
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media influence [47]. Also, males who were attracted to other males have been 
shown to have significantly higher mean DES (disordered eating symptoms) scores 
than males only attracted to females [48]. Despite the 6.1-fold difference in 
prevalence of EDs between Western and Asian countries [23], a recent study 
conducted among pharmacy students in Lahore, Pakistan found that a high number 
of students were at risk of developing an ED with no significant difference in gender, 
age, BMI categories or study location [49].  
Comorbidity: EDs are positively related to almost all core DSM-IV mood, anxiety, 
impulse-control and substance use disorders [9]. In the Canadian Community Health 
Survey of Mental Health and Well Being (32) almost half (49.07%) of individuals with 
lifetime EPs may experience lifetime mood and anxiety disorders, including lifetime 
mood disorders (33.15%) and lifetime anxiety disorders (33.86%). In individuals 
diagnosed with EDs, 33-40% had anxiety and 19-50% mood disorders. The majority 
of respondents with BN (69.4%), BED (62.2%), and almost half (42.1%) of those with 
AN, met criteria for at least one of the core DSM-IV disorders assessed [4]. The vast 
majority of those with lifetime BN (84.8%) and BED (79.0%) meet lifetime criteria for 
other DSM-IV/CIDI disorders such as mood disorders, anxiety disorders, disruptive 
behaviour disorders and substance disorders [6].  
Role impairment:  EDs significantly affect quality of life impairment and have a 
negative impact on varied aspects of life [7, 50, 51]. Role impairment due to EDs was 
reported by 54.5% of respondents with 12-month BN and 46.7% with 12-month BED 
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[6]. Individuals with EDs report more frequent days-out-of- role (DOR) than people 
without an ED [20]. African-Americans with any eating disorder (AN, BN, or BED, 
exclusive of those with binge eating only) reported significantly greater levels of 
impairment with respect to DOR due to mental disorder, cognition, mobility, and role 
functioning compared to non-Latino White Americans with an ED [27]. Individuals 
with BN reported slightly (non-significant) less severe role impairment (5.89%) than 
those with BED (26.9%) or any binge eating (17.3%) [4]. In contrast, increased severe 
impairment (21.8% of respondents with 12-month BN (21.8%) and 12-month BED 
(13. 2%) was reported by respondents in a study by Kessler et al., [6]. Several studies 
[52, 53, 54, 55] have documented that overvaluation of shape and weight among 
individuals with BED is associated with increased psychosocial impairment including 
eating-related and general psychopathology, functional impairments, and 
decrements in quality of life. 
1.2.4 Gaps in Epidemiological Literature 
In epidemiological studies, EDs appear to be associated with being female and 
young [56]. Therefore, the majority of epidemiological studies have been conducted 
with either a female focus [36, 37, 57, 58], or with a broadly representative sample 
of men and women [9, 59, 60]. Only few have provided details of gender differences 
in prevalence [ 20, 27, 38].  
Reported cases of EDs may be artificially lower in males as DSM-IV and SCID-1 
questionnaires used to assess ED symptoms did not have specific questions regarding 
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issues pertinent to men e.g. muscle dysmorphia or drive for muscularity. Since the 
changes were incorporated into DSM-5, there has been a resulting increase in the 
prevalence of any ED in males, most likely due to the inclusion of BED cases that were 
previously in the sub-threshold category of DSM-IV. Therefore, while studies have 
reported increased prevalence of EDs, the increase could be due to the diagnostic 
changes and not real changes [23]. Earlier prevalence figures for males with ED are 
also somewhat obscure, possibly because the assessment tests were created for 
females and neglected males [61]. 
1.3 Current Treatments Approaches 
The treatment of an eating disorder is usually multidimensional. The core treatment 
is usually in the form of psychological therapy in addition to medication, dietary 
counselling and other modalities that are employed in hospital, outpatient, day 
patient, primary care, secondary care and tertiary care settings. [62].  
The Australian Psychological Association (APA) Division 12 formed the Task Force on 
Promotion and Dissemination of Psychological Procedures to establish and promote 
Empirically Supported Treatments (ESTs).  The therapies recommended for AN were 
Family Based Therapy (FBT) and Cognitive Behavioural Therapy (CBT); for BN were 
CBT, Interpersonal Psychotherapy (IPT), FBT and the Healthy-Weight Program; and 
for BED, CBT adapted for BN (CBT-BN) and IPT [63]. The National Collaborating Centre 
for Mental Health guidelines (NICE) [64] scored ED treatments on quality of care and 
value of resources spent. Approaches were given a score of A, B or C depending on 
  
21 
 
the level of evidence: "A" represents more rigorous evidence [at least one good 
quality Randomised Controlled Trial (RCT) or a meta-analysis of RCTs]; grade "B" 
includes well-designed trials without randomisation, a well-designed quasi-
experimental design, correlational studies, comparative studies, retroactive or 
descriptive studies. Treatment assigned grade "C" represents less rigorous evidence 
and includes those based on expert opinions or committee reports, or therapies 
extrapolated from A or B studies. Therapies recommended by NICE for AN include 
cognitive analytic, CBT, IPT, family interventions and focal psychodynamic, all with grade C; 
for BN, the recommendations include evidence-based self-help (grade B), CBT-BN (grade A), 
IPT (grade B); for BED, recommendations include evidence-based self-help (grade B) and CBT-
BN (grade A); for persistent BED, recommended treatments are IPT or DBT, both grade B. 
1.3.1 Type of Therapies 
1.3.1.1 
Cognitive Behaviour Therapy (CBT) is considered a benchmark for ED treatment. It is 
usually the first line of treatment for BN and BED in adults and is regarded as best 
evidence for BN treatment [64]. Its widespread use is attributed to its effectiveness 
and tendency to work quickly when compared to other treatment protocols [65, 66].  
1.3.1.2 
Cognitive Behaviour Therapy - Enhanced (CBT-E) is a trans-diagnostic enhanced 
therapy developed by Fairburn [67] for treatment of BN, AN, BED and EDNOS 
(presently known as OSFED) [2, 68]. This is a viable treatment that could be used with 
  
22 
 
the majority of adult outpatients with an ED; namely, those with a BMI over 17.5 and 
under 40 [65]. The therapy is carried out in four stages over 20 weeks.  
• Stage 1 (sessions 1–7 over one month): Psychoeducation and a CBT informed 
formulation of the processes to identify problems to be targeted in therapy.  
• Stage 2 (sessions 8 and 9, weeks 5 and 6): Reflection and review phase with 
revisiting and modification of the formulation as appropriate.  
• Stage 3 (sessions 10–17, weeks 7–14): Personalised program where the main 
mechanisms maintaining the eating disorder are addressed.  
• Stage 4 (sessions 18–20, weeks 15–20): Futuristic, as it ensures that 
improvements are maintained and includes relapse prevention. 
1.3.1.3 
Family Based Therapy (FBT) involves families in treatment. It is intensive outpatient 
treatment that is conducted in three phases generally within 20-24 hourly sessions 
over a period of approximately 12 months. Research [69] has indicated FBT to be the 
most promising treatment for adolescents with AN. 
1.3.1.4 
Interpersonal Psychotherapy (IPT) Interpersonal Psychotherapy (IPT)is an evidence-
based therapy that focuses primarily on improving an individual’s interpersonal 
functioning that is related to psychiatric symptoms. IPT has been shown to be 
effective in addressing many disorders that are accompanied by depressive 
symptoms. Interpersonal psychotherapy-BN (IPT-BN) is modified IPT with some 
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cognitive and psychoeducational interventions but lacks a focus on interpersonal 
issues related to the ED. It is implemented in weekly 45-min sessions for 12-16 weeks 
with a beginning, middle and end stage. The implementation of group IPT has shown 
to be a good alternative to group CBT for treatment of overweight patients with BED 
[70] but a less good alternative for other eating disorders [64].  
1.3.1.5 
Psychodynamic Psychotherapy is practised widely in the community with treatment 
ranging from six weeks to open-ended treatment with an average number of sessions 
falling between 25 and 30 over the course of a year [71]. Psychodynamic 
psychotherapy is usually unstructured and seeks to identify recurrent themes and 
find connections between feelings, perceptions and past experiences. The therapy 
focuses on the emotions considered by the client to be unacceptable [72]. 
1.3.1.6 
Focal Psychodynamic Therapy (FPT) is a specific type of Psychodynamic 
psychotherapy that focuses on the client's relationship with the therapist. As well as 
tackling factors contributing to the ED, treatment saliently deals with symptoms that 
interfere with treatment progress [73]. FPT is recommended by NICE [64] with grade 
C for individuals with AN. 
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1.3.1.7 
Cognitive Analytic Therapy (CAT) is also recommended by NICE [64] as a grade C 
treatment for those with AN. It is a blend of cognitive therapy and psychodynamic 
psychotherapy. 
1.3.1.8 
Dialectical Behaviour Therapy (DBT) was initially developed for individuals with 
suicidal tendencies, borderline personality disorder and other comorbidities. DBT has 
been found to be effective for those who engage in binge eating [64]. Researchers 
have suggested DBT might be a treatment of choice for those with BED combined 
with a higher level of negative affect [74].  
1.3.1.9 
Although not an empirically validated treatment according to APA Division 12 or NICE 
guidelines, group therapy is commonly used in ED treatment. There are different 
forms of group therapy including CBT, IPT, psychodynamic, behavioural, 
psychoeducational, addiction model (e.g., overeaters anonymous), intensive short-
term therapy, mindfulness based groups and single issue approaches (that target only 
one aspect such as body image or nutrition counselling) [75]. Groups also form a 
common element of treatment within inpatient and day program settings, and may 
or may not be based on an evidence-based model. 
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1.3.1.10 
Feminist Therapies: This is not an evidence-based treatment, although it has been in 
use for three decades.  Feminist work on EDs has arguably had more visibility in 
scholarly than mainstream treatment contexts [76]. Such approaches view cultural 
constructions of gender as central to the understanding and treatment of EDs [77]. 
The first therapists integrated dynamic psychological methods based on the 
adolescent’s developmental stage and the mother-daughter relationship [78]. The 
use of a female therapist was later included as were considerations of role conflict, 
identity confusion, sexual abuse and other trauma in the psychodynamic formulation 
[79].  Other accounts are found in Striegel-Moore et al., [80],Wooley [81] and 
Katzman & Lee [82]. 
1.3.2 Efficacy of Treatment 
Evidence for the efficacy of ED treatment is mixed. Lock [83] conducted a systematic 
review of psychological treatment in adolescent AN and concluded Family Treatment 
to be the most efficacious in comparison to individual based approaches. Other 
studies [62, 69, 84] reported CBT-E, the Maudsley model of AN treatment (MANTRA) 
and specialist supportive clinical management (SSCM) as moderate evidence-based 
treatments for adults with AN. However, Zipfel et al., [85] recommended no specific 
approach for AN treatment and suggested a combination of re-nourishment and AN 
specific psychotherapy as most effective. Kristeller & Wolever [86] found a small and 
weak evidence base for IPT and DBT in both BN and BED. On the other hand, 
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moderate research support has been found for CBT for BN and BED [87], SSCM for 
AN [88] and trans-diagnostic CBT-E [65]. A meta-analysis of the efficacy of FBT when 
compared to individual therapy for adolescents with AN or BN suggested that FBT 
outcomes were not significantly different to individual therapy outcomes at end of 
treatment, but was superior when follow-up data at 6-12 months was analysed [89]. 
1.3.2.1Effectiveness of ED treatment in men 
Very few studies have explored ED treatment efficacy in men. One comparative study 
conducted for an outpatient group CBT program to assess treatment outcome 
reported a decrease in general bulimic symptoms for both males and females after 
the administration of therapy and at post-treatment follow-up. In terms of specific 
gender differences in pre to post treatment males scored lower than females on ED 
cognitions/thoughts such as "drive for thinness", "body dissatisfaction" and 
"interoceptive awareness"[90]. Other studies have indicated similar outcomes for 
men and women with ED [91, 92, 93]. Aguera et al., [94] compared treatment 
outcomes (remission and risk of dropout) in a large sample of men (n=131) and 
women (n=131) with EDs, admitted for treatment at the Eating Disorders Unit at 
Bellvitge University Hospital, Spain between 1998 and 2015. Findings suggested that 
although both gender groups obtained positive results from treatment, male ED 
patients who completed treatment (specifically those with BN and OSFED) presented 
higher full remission rates than women with the same diagnosis. This may be 
explained by the fact that female showed significantly higher ED severity than males. 
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1.4 Treatment seeking by people with Eating Disorders 
Treatment/help-seeking is a behaviour that is problem-focused and involves 
interacting with a health professional to bring change. ED is associated with high 
comorbidity, yet only a small proportion of the ED population seeks treatment - 
reportedly only 17-31% of individuals in the community with a diagnosable ED [44].  
One study [9] reported that when treatment is sought, it is most often from the 
general medical sector for both AN (45.3%) and BED (36.3%) but the mental health 
specialty sector for BN (48.2% for psychiatrist and 48.3% for other mental health 
professional). For individuals with lifetime BN (67.3%) and BED (57.7%), mental 
health specialty (43.3% to 57.7%) was the most commonly approached sector 
followed by general medical (34.3% to 43.2%). A smaller proportion sought help from 
the human services (10.3% to 14.3%) and complementary-alternative medicine 
(15.0% to 18.8%) sectors [6]. Individuals with lifetime mood disorders had higher 
rates of hospitalisation, resources-use and consultations than those with eating 
problems only [32]. Regarding ethnic differences, non-Latino whites assessed mental 
health services for any ED more than Latino, Asians or African-Americans (75.5% 
compared to 61.65%, 63.22%, 62.21% respectively), with similar results for men 
(except Asian American) and women [27]. 
1.4.1. Factors associated with treatment seeking 
There is a wide range of factors that influence treatment seeking and may explain 
why so few people with an ED seek treatment. Some of these factors include 
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institutional barriers, such as difficulty accessing specialist services due to high 
demand and long wait lists [95], financial cost of treatment, and lack of health 
insurance coverage [16]. Although some people seek treatment, very few go on to 
access mental health services. A possible reason for this could be non-recognition of 
EDs in the medical setting [35]. The egosyntonic nature of EDs may also contribute to 
lower service utilisation [96]. For men, this could lead to heightened severity of 
physical symptoms at the time of treatment presentation due to delays in accessing 
treatment [15]. The following section discusses gender and other relevant factors 
that may influence treatment-seeking in people with EDs. 
1.4.1.1Gender 
The rate of treatment seeking for an ED is low in general and disproportionately low 
among men (13.6%) compared to women (17.3%) [97]. Amongst men and women 
with comparable levels of ED behaviours, women are more likely to seek help [98]. 
In a study with a nationally representative sample of adults [99], adolescents [100] 
and a general psychiatric sample [101], gender was reported as the most significant 
predictor of treatment seeking. Furthermore, females were 2.2 times more likely than 
males to seek treatment [100]. In contrast, other studies have reported that engaging in self-
help programs [95, following treatment [102] and even deciding whether to stay on a waitlist 
[103], is not predicted by gender.  
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1.4.1.2 Ethnicity 
People belonging to the South Asian community are also less likely to seek treatment 
for an ED [104]. Possible reasons include lack of knowledge about EDs and their 
potential seriousness, ideals regarding body shape, family living circumstances, and 
role of food in the community. Cachelin et al. [16] reported that Mexican-American 
women were less likely to seek treatment than European American women. 
1.4.1.3 Age 
In recent studies [99, 100], age (i.e., being older) was found to be a significant 
predictor of treatment seeking. Adolescents aged 17-18 years were 4.4 times more 
likely to seek ED treatment compared to participants aged 13-14 years [100]. Age was 
also a significant predictor for adults, who self-identified with an ED and sought 
treatment [105, 106]. 
1.4.1.4 Type of ED 
Adolescents with AN and BN were respectively 2.4 and 1.9 times more likely to seek 
treatment than adolescents with BED [100]. In the study by Hudson et al. [9], the 
majority of respondents (50.0% – 63.2%) with AN, BN, and BED were estimated to 
have received treatment for emotional problems at some time in their lives. 
1.4.1.5 Stigma 
Psychosocial barriers include perceived shame and stigma about the ED and may 
impact treatment-seeking behaviours [104]. Further, poor mental health literacy 
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plays a role, i.e., individuals not perceiving ED as an illness and not knowing where or 
how to access appropriate treatment [55, 107, 108]. 
1.4.1.6 Severity of ED, overvaluation 
People with more severe eating problems may be the most reluctant to seek 
treatment [102]. Overvaluation not only reflects concern or distress corresponding 
to with excess weight, this is reliably associated with greater severity of eating-
related psychopathology and psychological distress. In individuals with BED 
overvaluation is negatively associated with treatment seeking behaviour and poorer 
treatment response on some measures of outcome [109]. 
1.4.1.7 ED impairment and days-out-of-role 
Adolescents with moderate and severe ED impairment were respectively 5.5 and 10.4 
times more likely to seek ED treatment than adolescents who denied ED impairment 
in the last 12 months [100]. Adolescents who endorsed at least one day out of role 
due to ED were associated with increased probability of seeking ED treatment [100]. 
1.4.1.8 Difference in treatment seeking and treatment receiving 
Individuals with an ED usually receive treatment for emotional problems [4, 6, 9] 
rather than eating problems. Females with an ED were approximately twice as likely 
as men to be receiving mental health treatment [97]. Although there are published 
guidelines for treatment, many people with an ED do not receive adequate 
treatment. Cachelin et al. [110] conducted a study of 61 women with an ED and 
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reported that 85.2% wanted to have treatment, 57% reported making contact with 
health services at some time, but only 8% ever received treatment specifically for 
their eating disorder. Smaller proportions of lifetime cases (BN 47.4%, BED 38.3%) 
reported ever receiving treatment specifically for ED, equating to roughly two thirds 
of those who received lifetime treatment for emotional problems. Women are 
significantly more likely than men to obtain treatment for BN and BED [6].  
1.5 Gender and Treatment gap 
Factors thought to account for the small number of men seeking treatment include a 
lack of awareness by health care workers, lack of awareness by men themselves, a 
high rate of partial cases (or less severe cases, which may not require hospitalisation), 
stigma and shame surrounding men’s eating issues [111, 112], concerns over seeking 
treatment for a ‘‘female illness’’, unwillingness to engage in lengthy treatment, and 
perceived threats to masculinity [113, 114, 115]]. Further, men with EDs have been 
reported to experience symptoms differently to women, especially around issues of 
masculinity and body image [116] and have a higher dropout rate than women with 
BN [92]. Perceived barriers included personal feelings of shame/fear, ED-related 
beliefs/perceptions, lack of access/availability and aspects of treatment process 
[117]. On the other hand, there has been increased recognition of the unique 
symptoms and experiences of men with EDs, which will possibly translate into unique 
treatment delivery [118].  
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This research highlights the importance of clinicians asking questions about eating 
problems even when patients do not include them among presenting complaints [6].  
1.5.1 Lack of recognition 
It is thought that EDs in men often go unreported or undetected because it is 
considered to predominantly be a female problem [17]. Robinson et al. [119] 
explored the experiences of men using eating disorder services and found that the 
biggest challenge they had faced was admitting they had an eating disorder and 
recognising it as a problem. This may be because of the stereotype that EDs only 
affect women. Further, research has found men frequently do not recognise their 
behaviours as symptoms of an ED, or miss out on treatment because of others’ lack 
of awareness of EDs in men [15]. 
1.5.2 Neglect of research into EDs in men 
The ED literature mainly focuses on females [18]. Most systematic reviews in the field 
of ED treatment have focused exclusively on women [120] with a negligible number 
of studies with male participants [121]. In the research literature men are either not 
represented at all or, at best, have been included in very small numbers [122, 123, 
124, 125]. The important consequence of small sample size is the lack of normative 
data for measures of ED psychopathology that are especially applicable to males 
receiving ED treatment [126]. Furthermore, the use of body weight as an indicator of 
severity and medical risk is possibly less reliable in males as they tend to lie on the 
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higher side of musculature when compared to their female counterparts, placing 
them at greater risk of osteoporosis and bone diseases [127, 128]. Some studies have 
developed measures for male specific and mixed gender research. To name a few, 
The Eating Disorder Assessment for Men (EDAM) [129] and Drive for Muscularity 
Scale [130], yet so far there is no specific clinical guideline for the physical assessment 
of men with EDs [118]. 
1.5.3 Lack of engagement/gender specific treatment 
Men with AN or BN have noted that female-oriented treatments for EDs are not 
entirely appropriate for them [113] and that they need gender-specific information 
and resources [15]. Greenberg and Schoen [131] suggested that mental health 
professionals should consider a gender-based approach to eating disorder recovery 
by collaborating with men to understand the ways in which masculinity influences 
their disordered eating and their decision to seek help. However, there is significant 
lack of consensus in the field regarding whether gender should be considered in ED 
treatment [132].  
1.6 Summary 
To date, studies have investigated the association between help-seeking for 
an ED and putative determinants in women, such as self-identification [133], 
weight/shape overvaluation [55], age, BMI [134] and education [135]. So far, 
however, there has been little research [97, 100] about the impact of determinants 
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of help-seeking for an ED in regards to men. Furthermore, physicians seldom assess 
or often fail to recognise EDs in males [136, 137].  
There is little known about the quality of the ED treatment experience in men; a 
systematic review of men's treatment experiences [132] found only four relevant 
papers [18, 119, 138, 139]. This indicates a need to understand the various 
perceptions of treatment experiences that exist among men with EDs. There has 
been no detailed investigation of the treatment experiences of men with an ED. 
Therefore, this research project addresses the experiences of men with EDs, to 
identify existing gaps in knowledge and examines whether the male experience is 
similar to ‘females’.  
The thesis would utilise a holistic approach, integrating autobiographies, 
survey data (quantitative), and published research studies in the field of men with 
EDs. It would investigate gender-related issues, for example, the experience of being 
the solitary man in a treatment program or group. Overall, this study aims to make a 
significant contribution to research on ED treatment by highlighting the gaps in the 
present health care system. 
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                                                CHAPTER 2 
THESIS AIMS 
2.1 Overview of specific aims  
The present study was designed with the aim of exploring the experiences of men 
with EDs, a neglected research area. The study uses qualitative and quantitative 
methodology in order to explore treatment experiences and also treatment seeking 
by men with an ED. Based on the analysis of the literature, and the identified gaps in 
present knowledge regarding the treatment experiences of men with EDs, the main 
aims of this thesis were developed. The following section presents the specific 
objectives of the overall thesis.  
1) To compare the mental health treatment status and use of antidepressants in 
men and women with an ED. 
The research reported in Chapter Four of the thesis investigated the proportion of 
men in the community with an ED who are currently receiving treatment for a mental 
health problem and are currently using antidepressants and to compare this to 
women with an ED. In addition, the study aimed to determine whether gender 
predicted treatment-seeking and antidepressant use above and beyond other 
putative determinants of treatment-seeking (socioeconomic status, age, severity of 
illness, and quality of life). 
2) To assess role of gender and self-identification in help-seeking for an ED. 
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The study outlined in Chapter Five of the thesis investigated the impact of 
gender on lifetime help-seeking for an ED in men and women from a general 
population sample. Secondly, the study explored the impact of gender on help-
seeking for an ED, while controlling for other putative determinants such as self-
identification with an ED, age, education, BMI, overvaluation of shape and weight 
and functional impairment (days out of role).  
3) To investigate role of gender in eating disorder treatment experiences: Meta 
synthesis. 
There has been limited consideration of the potentially diverse treatment 
experiences of people who identify as Lesbian, Gay, Bisexual, Transgender and 
Intersex (LGBTI). The study in Chapter Six of the thesis was designed to address this 
gap and synthesise the available qualitative research studies to develop a richer 
understanding of the diverse experiences of people who experience EDs and their 
treatment. 
4) To investigate the treatment experiences of men using autobiographies. 
EDs in men is an under-researched area, specifically the experiences of treatment. 
The study in Chapter Seven of this thesis was designed to explore the experiences of 
men who had ever had any form of treatment for an ED.  For this particular study, 
autobiographies were used as the qualitative data source. 
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CHAPTER 3  
METHODOLOGY 
The present thesis is a mixed-method research design. This is combination of 
“elements of qualitative and quantitative research approaches (e.g., use of 
qualitative and quantitative view point, data collection, analysis, inference 
technique) for the purpose of breadth and depth of understanding and 
corroboration” [1]. 
3.1 OVERVIEW OF STUDY SAMPLES 
Chapters four to seven present four studies based on four different samples. To assist 
the reader in differentiating between these samples, a brief overview is provided 
here. For greater detail regarding recruitment and participant characteristics, refer 
to the Methods and Results sections of the relevant chapters. 
Sample 1 
Source: 2015 Health Omnibus Survey (HOS) 
Chapter: 4 
Participants were (N=3005) from a large cross-sectional, single-stage general 
population survey conducted in the South Australian population in 2015 that 
assessed a range of health-related and demographic questions. The survey included 
both metropolitan and rural households selected at random. The person selected 
from the household to be interviewed was the one who had had their birthday most 
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recently and was also over 15 years of age. The University of Adelaide Human 
Research Ethics Committee (H097-2010) approved the questionnaire and 
methodology for this survey. Harrison Research conducted face-to-face personal 
interviews. 
Sample 2 
Source: 2005 Health Omnibus Survey (HOS) 
Chapter: 5 
Similar to Sample 1, which was derived from the Health Omnibus Survey conducted 
in 2015, participants in Sample 2 (N = 3047) were derived from the Health Omnibus 
Survey conducted in 2005. The participant selection procedures were identical to 
those outlined above for Sample 1; however, results were based on the 2001 rather 
than the 2014 Australian Bureau of Statistics Census data. 
Sample 3 
Source: Published papers 
Chapter: 6 
Studies (N=8) were selected using PRISMA method. The study followed meta-
ethnography methodology [2] and ENTREQ [3] statement (Enhancing transparency in 
reporting the synthesis of qualitative research).  All included studies were assessed 
for quality by all authors based on the RATS [4] and Critical Appraisal Skills 
Programme [5]. A meta-synthesis of emerging themes was conducted. 
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Sample 4 
Source: Autobiographies  
Chapter: 7 
Data was sourced from six autobiographies written by six men with a history 
(current/previous) of an ED. Inclusion criteria were that the book should be an autobiography 
of a man, who had had a treatment experience for an eating disorder. Further, the books 
were to be written in English and published between the years 1995 and 2015. The 
qualitative data was analysed thematically according to the five phases in the Framework 
method outlined by Ritchie and Spencer [6] and Pope, Zeibland and Mays [7]. 
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CHAPTER 4 
COMPARISON OF MENTAL HEALTH TREATMENT STATUS AND 
USE OF ANTIDEPRESSANTS IN MEN AND WOMEN WITH 
EATING DISORDERS 
Journal Citation: Thapliyal, P., Mitchison, D., Miller, C., Bowden, J., Alejandro González-Chica, 
D., Stocks, N., Touyz., S.,& Hay, P. (2017). Comparison of mental health treatment status and 
use of antidepressants in men and women with eating disorders. Eating disorders, 1-15. 
ABSTRACT 
 Mental health treatment status and antidepressant use were investigated 
among men and women with an eating disorder(ED) who were interviewed in a 
general population Survey of 3005 adults (aged ≥15 years). Compared to women, 
men with an ED were significantly less likely to receive treatment for a mental health 
problem or to be currently using an antidepressant. On multivariate analyses, female 
gender, lower mental health-related quality of life, and lower weight/shape 
overvaluation were significant predictors of receiving treatment and antidepressant 
use. Treatment was less likely in men and in people with higher ED cognitions. 
KEYWORDS:  Eating disorder; treatment status; antidepressant; men; women 
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INTRODUCTION 
Eating disorders (EDs) are associated with very high levels of medical and social 
disability [1] role impairment [2] reduced mental health-related quality of 
life(MHRQoL) [3], and increased comorbid psychopathology [4]. Furthermore, 
suicidal behaviors and consequences (suicidal ideation, suicidal gestures, suicidal 
attempts, and death) are highly prevalent in people with EDs [5, 6]. Despite high 
levels of impairment in people with EDs, in a meta-analysis of European surveys of 
adults aged 18–65 years, only 26% of all ED cases had any consultation with 
professional healthcare services [7]. A systematic review by Hart et al [8] found 
similarly low rates (23.2%) of help seeking for an ED. 
One in four individuals who experience an ED in their lifetime are men [9]. There is a 
paucity of comparative studies and findings are mixed but several studies have found 
men with bulimia nervosa (BN) and binge eating disorder (BED) to be generally similar 
to women with these disorders in terms of psychiatric co-morbidity, general 
psychological distress, and need for treatment [10-13]. A review conducted by Mond, 
Mitchison, and Hay [14] identified only three epidemiological studies [11, 15, 16] that 
have included one or more measures of HRQoL and presented data by gender. All 
these studies concluded that ED behaviours that affect HRQoL had comparable levels 
of clinical impairments in both men and women. In contrast, one study using a clinic 
sample reported men with EDs had less pre-occupation with thinness, less general 
psychopathology and lower scores on harm avoidance, reward dependence, and 
  
66 
 
cooperativeness, and less laxative use but a higher frequency of vomiting episodes 
compared to women with EDs [17]. Recent reviews [18] are more consistent in 
finding ED behaviours (extreme dietary restriction, objective binge eating, purging, 
excessive exercise, and weight/shape overvaluation) that are significantly associated 
with functional impairment in both sexes.  
Furthermore, men may be even less likely than women to seek treatment [19, 20]. 
This problem is not confined to Western countries. Ming et al [21] reported a 
significant percentage of men with ED in Singapore who have never been hospitalized 
(62.5%) or enrolled (68.1%) in specialized inpatient/outpatient treatment programs. 
The low rate of treatment uptake was associated with unwillingness among the men 
in this study to seek help. 
 There are many reasons for low help-seeking by people with ED [22] and some 
of these are reported to be more likely experienced by men [23-26]. For example, it 
has been found that individuals who do not perceive ED behaviors as an illness and 
do not know where and how to access appropriate treatment are less likely to seek 
treatment [16,27] [28]. Barriers to help-seeking also include negative responses from 
healthcare professionals [29] as well as institutional barriers, such as difficulty in 
accessing specialist services because of high demand and long wait lists [30] the 
financial cost of treatment, and lack of health insurance coverage [31]. In a recent 
review, perceived shame and stigma were reported to be amongst the most common 
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barriers to help-seeking for an ED [22]. The particular stigma attached to men with 
ED further discourages them to seek help and appropriate treatment [32-33].  
Although there has been extensive research about ED and help-seeking, the focus has 
been on women. In a systematic review, [8] found only one study that reported male 
participants with ED [34] and other studies have excluded men from recruitment a 
priori. Ali et al [22] reported only two studies out of eight qualitative studies that had 
men and did not comment further. Consequently, less is known about treatment-
seeking for ED in men, and we could identify no studies investigating general mental 
healthcare or specific care, e.g., use of evidence-based medications for EDs or 
common co-morbidities such as depression. It is however important to note that the 
evidence for medications varies amongst EDs, and while antidepressants are 
efficacious medications for EDs such as BN and BED, they are not indicated for all 
types of an ED [35]. In addition, EDs in men, and in older men, go unreported and 
undetected in many cases because of the prevailing notion that they are a female 
problem [26] and a disorder of young people [36]. There are also few studies of 
putative determinants of help seeking for people with EDs such as poor HRQoL [37, 
38] or socioeconomic disadvantage reflected in education [39] or income [40]. 
Therefore, the aim of the present study was to explore what proportion of older 
adolescent and adult men in the community with an ED are currently receiving 
treatment for a mental health problem and are currently using an antidepressant and 
to compare this to women with an ED. Second, we aimed to determine whether 
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gender predicted treatment-seeking and antidepressant use above and beyond other 
putative determinants of treatment-seeking (socioeconomic status, age, severity of 
illness, and quality of life).  
We hypothesized that men with ED would be less likely to report currently receiving 
mental health treatment or to be using an antidepressant compared to women with 
an ED. 
METHODS 
Study Design  
In 2015, under the auspices of the South Australian Department of Health, a large, 
cross-sectional, single-stage general population survey was conducted in the South 
Australian population. The survey questions for the present study were embedded in 
a larger survey [33, 37, 41] assessing a range of health-related and demographic 
questions. An independent survey research firm, i.e., Harrison Research, conducted 
face-to-face personal interviews. 
Sample selection and interview procedure 
The survey selected households for a sample from Statistical Areas Level 1which were 
the smallest geographic unit for which census data were released. Only one interview 
was conducted per household or dwelling, where more than one resident was aged 
15 or over resided in the household, the respondent was the person who had the 
most recent birthday. The sample was a non-replacement sample and up to six 
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separate visits were made to interview the person chosen to take part. Ten per cent 
of each interviewer’s work was selected at random. The relevant respondents were 
recontacted and a number of questions were asked to them to ensure they had been 
interviewed including confirmation that they had the most recent birthday in the 
household. 
The University of Adelaide Human Research Ethics Committee (H097-2010) approved 
the questionnaire and methodology for this survey and participants provided 
informed consent (including parental/guardian consent for those aged 15–17 years). 
Participant assessment 
A detailed description of participant assessment and criteria to identify cases 
according to DSM-5 criteria is reported in Hay et al. [33]. 
Treatment status 
Treatment status for mental health was assessed with the question: “Are you 
currently receiving treatment for anxiety, depression, or any other mental health 
problem?” The options for the respondent were “yes” or “no.” In order to assess 
antidepressant, use the respondent was asked: “Have you ever been prescribed any 
of the following antidepressant (list attached in Appendix1)?”, and “If yes, are you 
still taking them?” 
 
Health-Related Quality of Life 
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The Medical Outcomes Study Short Form (12-item), version 1 (SF-12v1) [42, 43], was 
used to assess HRQoL. The 12 questions in this instrument evaluate HRQoL in the 
past4 weeks, generating two scores ranging from 0 to 100 (physical and mental 
components), with higher values indicating a higher HRQoL. The SF-12 has been used 
extensively in research interested in the impairment associated with physiological 
and psychiatric health conditions, and good psychometric properties have been 
demonstrated, including in an Australian population sample [44]. In this sample, the 
internal consistencies of the MHRQoL and physical health-related quality of life 
scores were satisfactory (α = .861 and α = .864, respectively). 
Statistical analysis 
Data were weighted by the inverse of the individual’s probability of selection, as well 
as the response rate in metropolitan and country regions, and then reweighted to 
benchmarks derived from the June 2014 ABS Estimated Resident Population figures 
to provide a demographic description of the population by age and gender. All tests 
were conducted using the software SPSS version 22. A significance level of .05 was 
employed for all tests with correction to .01 where there was multiple testing. 
Descriptive data are presented as the weighted percentage of participants with EDs 
endorsing specific responses. The Student t-test (for parametric data) and Mann–
Whitney U test (for non-parametric data) were used to test differences between 
groups for demographic variables. Chi-square tests on weighted data were used to 
compare males and females in regards to ED prevalence, treatment status, and 
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antidepressant use. Two univariate binary logistic regressions were conducted to 
assess gender as an unadjusted predictor for mental health treatment status and 
antidepressant use, respectively. These were followed by two multivariate binary 
logistic regressions, further adjusting for age, education, overvaluation of 
weight/shape, and MHRQoL. In this latter analysis, education was used as a proxy 
variable for socioeconomic status and overvaluation of weight/shape as an indicator 
of ED severity. 
RESULTS 
Demographic characteristics 
From 5300 selected households, interviews were completed with 57.3%individuals (N = 
3005). Reasons for non-response were vacant house (n = 58), refusal (n = 1220), failure to 
establish contact (n = 699), lack of fluency in English (n = 87), respondent not at home during 
the survey period (n = 49), illness or other incapacity (n = 104), and other (e.g., unable to gain 
access) (n = 78). The participation rate (proportion of individuals interviewed) was 66.1%. 
Out of 3005 participants (weighted sample), 49.18% (n = 1478) were men. 
The final sample for analysis included 515 individuals with an ED, 47.4% men (n = 244) and 
52.6% (n = 271) women, of whom 1.94% (n = 10) had ARFID, 3.12% (n = 16) had AN-broad, 
7.18% (n = 37) had BN, 8.74%(n = 45) had BED broad, 18.64% (n = 1096) had other specified 
feeding or ED, and 60.38% (n = 311) had unspecified FED (UFED). People with UFED 
predominately had recurrent binge eating without marked distress. A detailed description of 
features of people with ED in this sample is reported in Hay et al [33]. For full sample 
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characteristics, see Table 1. There were no significant differences between men and women 
with EDs in age, BMI, education, or HRQoL. 
Treatment status and antidepressant use 
The prevalence of people with and without an ED who were currently receiving treatment is 
shown in Table 2. It can be seen that the proportion of people currently receiving mental 
health treatment is higher among people with ED compared to people without an ED (χ2(1) 
= 14.80, p < .001). Overall, men were significantly less likely to be in treatment for a mental 
health problem than women (χ2(1) = 16.17, p < .001). More women and men with an ED 
were currently receiving mental health treatment compared to women(χ2(1) = 9.57, p =.002) 
and men (χ2(1) = 4.73, p = .030) without an ED, although this comparison reached significance 
for women only. Finally, fewer men (17.9%) with an ED were receiving treatment compared 
to women (23.7%) with an ED (χ2(1) = 4.40, p = .036) but this did not reach significance. 
Table 3 shows the proportions of men and women with and without an ED who are currently 
using antidepressant medication. People with an ED were more likely to be using an 
antidepressant than people without an ED (χ2(1) = 14.24, p < .001), and men were less likely 
to be using an antidepressant than women (weighted data χ2(1) = 16.48, p < .001). More 
women and men with an ED were more likely to be using an antidepressant than women 
(χ2(1) = 8.78, p = .003) and men (χ2(1) = 4.92, p = .027) without an ED, although this 
comparison reached significance for women only. Finally, men with an ED were less likely to 
be using an antidepressant when compared to women with an ED (weighted data χ2(1) = 
4.12, p = .042) but this also did not reach significance. 
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Table 1. Comparative demographic and clinical features of men and women 
participants with an eating disorder (weighted data). 
                                                         Men n=244                 Women n=271               
                                                                                  m (SD)n                                            t-Test (p) 
Age 39.69 (16.82), 243 39.03 (16.55), 271 .519 (.604) 
BMI (kg/m2) 28.52 (6.33), 232 28.57 (7.80), 241 −.076 (.940) 
MHRQoL 50.77 (10.64), 239 48.70 (10.19), 270 2.249 (.025) 
PHRQoL 49.19 (10.55), 239 49.19 (10.05), 270 −1.028 (.304) 
Median (IQ range),n                 Z* (p) 
Education**            5 (3–7), 244                 6 (3–7), 271                            −1.78 (.075) 
Note. M: Mean; SD: standard deviation; IQ: inter quartile; BMI: basal metabolic rate; MHRQoL: mental health related quality of 
life; PHRQoL: physical health-related quality of life; *Z: Mann–Whitney test; **Level 3: left school after age 15, Level 5: trade 
qualification/apprenticeship; Level 6: certificate/diploma—1-year full time or less; Level 7: certificate/diploma 
 
Table 2. Comparing people with and without eating disorders (ED) who were receiving 
mental health treatment (MHT) (weighted data). 
 
                                              People with ED                                                 People without ED 
                                          Men                      Women                               Men                         Women 
Receiving MHT 33 (13.58%) 56 (20.66%) 112 (9.08%) 167 (13.33%) 
Not receiving 
MHT 
209 (86%) 215 (79.33%) 1121 (90.91%) 1085 (86.66%) 
 Total               243 271 1233 1252 
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Table 3. Comparing antidepressant use in people with and without a current eating 
disorders (weighted data). 
                                     Antidepressant Use                                                         No  Antidepressant use 
                                                  Men              Women                         Men                         Women 
Eating Disorder 24 (24.48%) 43 (26.06%) 1220 (51.26%) 227 (15.29%) 
No Eating 
Disorder 
74 (75.51%) 122 (73.93%) 1160 (48.74%) 1257 (84.70%) 
Total 98 165 2380 1484 
 
Predictors of treatment status 
As can be seen in Table 4, the univariate regression with mental health treatment as 
the outcome revealed a significant effect of gender as a predictor. When other 
variables were entered into the multivariate analysis, gender remained a significant 
predictor, alongside age, MHRQoL, and overvaluation of weight/shape. The results 
demonstrate that being female, older, having lower MHRQoL, and lower 
overvaluation were associated with greater odds of receiving treatment. 
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Table 4. Results of multivariate (logistic regression) analyses predicting mental 
health treatment. 
                                             β                         Odds ratio                          95% CI                         p 
Model 1 (unadjusted) 
Female gender . .48 1.61 1.01; 2.56 .044 
Model 2 (adjusted) 
Female gender .58 1.79 1.04; 3.07 .036 
Age  .03 1.03 1.02; 1.05 <.001 
MHRQoL* −.10 .91 .89; .93 <.001 
Weight/Shape 
overvaluation  
−.19 .83 .72; .96 .012 
Education 
(university)† 
−.23 .79 .38; 1.67 .542 
Education 
(trade/certificate)† 
.10 1.10 .63; 1.92 .739 
Note. †Compared to participants with high school as their highest level of qualification. 
*Mental health-related quality of life.  
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Table 5. Results of multivariate (logistic regression) predicting antidepressant use 
                                           β                            Odds ratio                       95% CI                       p 
Model 1 (unadjusted) 
Female gender  .59  1.80 .06;3.04 1.030 
Model 2 (adjusted) 
Female gender .72 2.06 1.12; 3.76 .019 
Age  .03 1.03 1.02; 1.05 <.001 
MHRQoL* −.09 .91 .89; .93 <.001 
Weight/Shape 
overvaluation  
−.17 .85 .72; .99 .037 
Education 
(university)† 
.49 1.64 .74; 3.63 .225 
Education 
(trade/certificate)† 
.60 1.83 .97; 3.45 .062 
 
Note. †Compared to participants with high school as their highest level of qualification. 
*Mental health-related quality of life. 
 
As can be seen in Table 5, the univariate regression with antidepressant use as the 
outcome revealed a significant effect of gender as a predictor. When other variables 
were entered into the multivariate analysis, gender remained a significant predictor, 
alongside age, MHRQoL, and overvaluation of weight/shape. The results 
demonstrate that being female, older, having lower MHRQoL, and lower 
overvaluation were associated with greater odds of currently taking antidepressants. 
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DISCUSSION 
This study aimed to investigate the proportion of men in the community with an ED 
who receive mental health treatment and are prescribed antidepressants and then 
to compare this proportion to women. In addition, the study examined gender as an 
independent predictor of mental health treatment status and antidepressant use 
against other determinants of help-seeking. We found that more people with an ED 
were currently receiving mental health and antidepressant treatment compared to 
people without an ED. 
Consistent with previous findings, men were significantly less likely to be 
receiving such treatment than women, and this extended to men and women who 
were currently suffering from an ED. There was a very low rate of treatment-seeking 
in general for people with an ED (17.3%) and this was even lower in men (13.6%) such 
that women with an ED were approximately twice as likely as men to be receiving 
mental health treatment compared to men with an ED. This supports previous 
research [19-21, 45] and quantifies the size of the treatment gap for gender. Further, 
this treatment gap includes medications as women with an ED were approximately 
twice as likely as men to be prescribed antidepressant medication compared to men 
with an ED. These sex differences persisted after controlling for demographic 
variables, HRQoL, and illness severity. 
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Reasons for the gender treatment gap may include the use of female-centric 
classification schemes and assessment measures which impede the detection of EDs 
and investigation of treatment-seeking behaviour among males with mental health 
problems [46]. As reported in other studies, the stigma attached to being male with 
an ED [22, 32,33, 47] corresponds to more pronounced ED symptoms, a longer 
duration of illness, lower self-esteem, and greater self-stigma to seeking 
psychological help [45, 48]. A recent review [49] identified system level barriers to 
treatment-seeking like access and availability issues, lack of knowledge about the 
treatments or resources available to people, and lack of readily available or 
convenient therapy programs which may also be more commonly experienced by 
men.                 
A somewhat unexpected and concerning finding was that controlling for other 
predictors of treatment-seeking, particularly age and MHRQoL, treatment status, and 
antidepressant use were associated with lower levels of overvaluation of 
weight/shape (i.e., lower ED cognition severity). This is in contrast to an older study 
[50] which indicated that people with increased ED symptom severity are more likely 
to seek help. This may reflect the fact that people with an ED who are in treatment 
are experiencing symptom improvement, whereas those with and ED in the 
community who are not receiving treatment are at risk of continued worsening of 
their ED. Other explanations for this finding may be that people with higher ED 
severity may also have greater fears concerning stigmatisation, contributing to a 
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reluctance to seek help. This is consistent with an early study [51] that reported 
individuals with more severe eating problems may be the most reluctant to seek 
treatment. 
Alternatively, or as well, EDs may be not perceived as a “mental health 
problem” which may be particularly true of men with ED as in this study their 
reported MHRQoL was not consistently low. Finally, it is possible that people with 
stronger overvaluation of weight/shape are more likely to experience ED behaviours 
as ego-syntonic, for which they have a low desire to seek treatment. This latter 
explanation however may be less likely, as most people in this study had recurrent 
binge eating, which is not typically an ego syntonic behaviour. 
Clinical and public health implications 
The number of individuals who do not receive treatment indicates a need to better 
understand the factors involved in the help-seeking decisions of those experiencing 
and at risk for an ED. This is important as there is evidence based and effective 
treatments for all forms of ED and people may needlessly be developing chronic 
symptoms, which then may be less responsive to therapy [52].  
Limitation and strengths 
A major strength of the study is that the sample is representative of the general 
population of adults aged more than 15 years. A major limitation is that we did not 
assess other medication use, and specific psychological therapies, such as cognitive 
behavioural therapy, which is the leading form of treatment for people with ED in 
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Australia [52]. Whilst antidepressants are also evidence based treatments for EDs 
such as BN and BED, the nature of the survey was such that we were unable to 
determine the reason for their prescription, or length of prescription, or other 
evidence-based medications used in EDs. 
Another limitation was the assessment of ARFID. There are no validated interviews 
to determine ARFID and the sensitivity and specificity of the questions we used is 
unknown. Other types of ED characterised by predominately subjective rather than 
objective binge eating, driven exercise, or nocturnal eating were also not identified, 
and the employment of a respondent-based interview may have contributed to over-
reporting of frequency of binge eating and numbers were too low to investigate 
differences in treatment-seeking within diagnostic groups. Finally, the relatively low 
numbers of men may have increased the risk of Type II error in analyses of differences 
between the two genders. 
Conclusions and future directions 
Men with ED in Australia, as in other parts of the world, are unlikely to be receiving 
treatment for a mental health problem or be taking an antidepressant and are less 
likely to be receiving treatment than women. It is of concern that people with more 
severe ED cognitions were less likely to be receiving treatment for a mental health 
problem. There is need for further studies examining use of specific evidence-based 
ED treatments and how to reduce perceived and other barriers to care of people with 
ED. 
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CHAPTER 5 
GENDER, SELF-IDENTIFICATION AND HELP SEEKING FOR AN 
EATING DISORDER: FINDINGS FROM GENERAL POPULATION 
SAMPLE 
Journal Citation: Thapliyal P, Mitchison D, Mond J Hay P. Gender, and Help-Seeking for an Eating 
Disorder: Findings From A General Population Sample. Eating and Weight Disorders, Accepted July 24 
2018. 
Abstract 
The present study compared gender differences in clinical and other features of an Eating 
Disorder (ED) and examined the role of gender as a predictor of help-seeking while 
controlling for other putative determinants: ED self-identification, weight/shape 
overvaluation, age, BMI, education and impairment in role functioning.  
Demographic, ED symptoms and related data were collected as part of the Health Omnibus 
Survey, which entailed interview assessments of individuals aged 15 years or older. Two 
groups of participants were identified; 164 people with an ED syndrome and 312 people who 
self-identified with any of three fictional persons (cases): a female with binge eating disorder 
(BED), a male with atypical anorexia nervosa (AAN) and a female with AN. 
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On the majority of features, men were similar to women with an ED and/or who self-
identified with one of the ED vignettes. Compared to women, men with an ED were younger 
and had lower levels of purging and overvaluation. Compared to women, men who self-
identified with a vignette of a person with BED had a higher BMI. In univariate analyses, males 
in general, but not males with an ED, were significantly less likely than females to seek help 
for an ED. In multivariate analysis of people with an ED, only BMI was significantly associated 
with treatment seeking in people with an ED. 
Gender may not be a primary reason to be more or less likely to seek help for an ED. Rather, 
other features, most notably, a higher BMI, appear to better account for help-seeking than 
gender and in people with an ED. 
Key words: Eating disorder; help-seeking; males; female 
INTRODUCTION 
Eating disorders (EDs) are mental health problems involving abnormal eating behaviours and 
cognitions that impact an individual's physical and mental health [1]. People with anorexia 
nervosa (AN) are, by definition, underweight with self-imposed weight loss and weight/shape 
overvaluation (undue influence of weight/shape on self-evaluation). In bulimia nervosa (BN), 
a person experiences episodes of binge eating followed by compensatory behaviours such as 
purging as well as weight/shape overvaluation. Many people experience other EDs such as 
binge eating disorder (BED), where there is no compensatory behaviour, or Atypical AN (AAN) 
where the person has similar clinical features to a person with AN with the exception that 
they are not underweight [1]. EDs are more common in females than in males [2]; however, 
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men present with similar clinical features [3, 4] and associated impairment in health-related 
quality of life (HRQoL) [5] to women. 
Whilst the proportion of people with ED behaviours is increasing [6], only a minority seek 
treatment [7] and few receive ED-specific treatment [8]. Hart et al.’s review [7] found that 
only 23.2% of participants with an ED had sought treatment and this was usually for weight 
loss, rather than for the mental health care of an ED. Help-seeking is impeded due to personal 
barriers [9, 10], as well as structural barriers e.g., difficulty meeting treatment costs [11]. 
Personal factors appear to have a greater impact on seeking help and uptake of mental health 
services than structural barriers [12]. Health practitioners also often fail to identify EDs in 
clients [13], and men with EDs may encounter additional or greater barriers than women 
when they do attempt to seek help [14, 15, 16].  
Whilst women are reportedly more likely to seek treatment for an ED than men [17], this was 
not supported by a recent review [18]. It is possible that methodological limitations explain 
this unexpected finding, including negligible to low numbers of males, self-identification of 
an ED, and the use of a female-centric clinical interview instrument in the studies reviewed. 
The community-based studies [19, 20, 21] in this review did not report on effects of gender 
on help-seeking. In contrast, Forrest, Smith, & Swanson [22] recently found American 
adolescent females with a lifetime history of an ED were significantly more likely to have 
sought treatment than adolescent males in an epidemiological study of 281 participants. This 
supports another recent study by Bohrer, Carroll, Forbush, & Chen, [23] conducted in a 
nationally representative US sample of adults with an ED. Males were found to be 
significantly less likely to seek treatment. 
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In an earlier report from an Australian general population sample of people 15 years or older, 
we also found that males with EDs were less likely to access treatment (general mental health 
and antidepressant medication) compared to females with EDs [24]. These differences 
remained significant when controlling for demographic variables, HRQoL, and illness severity. 
However, this study did not identify help-seeking for an ED specifically, and it is possible the 
respondents may not have regarded themselves as having an ED, either independently of or 
in addition to another mental health problem.  
Other factors reported to be associated with help-seeking for an ED include self-identification 
with an ED [25], weight/shape overvaluation [26], older age [23], higher body mass index 
(BMI) [22, 27], a higher level of personal [28] or parental education and role impairment [22]. 
Furthermore, Forrest et al., [22] found that type of ED affected help-seeking; people with 
putatively more severe EDs (i.e., AN or BN), and more severe specific ED related impairment, 
were more likely to seek help than those with BED. 
With the notable exception of the recent studies [22, 23] that included males, most studies 
have involved younger people and women. Relationships are complex and help-seeking is 
likely multi-determined. For example, overvaluation does not simply reflect concern with 
being overweight but is strongly associated with eating-related psychopathology and 
psychological functioning [29, 30].  Further, significantly higher levels of role impairment 
have been found in males and females with high levels of ED behaviours and overvaluation 
compared to those reporting these behaviours in the absence of overvaluation [31].  
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AIMS 
This study was designed with two main objectives. Firstly, to investigate the impact of gender 
on clinical features and on lifetime help-seeking for an ED, in men and women with an ED 
(assessed at interview). Second, we aimed to investigate the impact of gender on help-
seeking for an ED in people with a current ED, controlling for other putative determinants 
such as self-identification with an ED, age, education, BMI, overvaluation of shape and weight 
and functional impairment (days out of role).  
Hypotheses   We hypothesized that males would have a lower rate of help-seeking for an ED 
compared to females, and that this effect would remain after controlling for other putative 
determinants of help-seeking. 
METHODS 
Study Design  
In 2005, under the auspices of the South Australian Health Commission, a large, cross-
sectional, single-stage, general population survey was conducted in the South Australian 
population. The questions for the present study were embedded in a larger survey assessing 
a range of health related and demographic questions. An independent survey research firm, 
Harrison Research, conducted face-to-face personal interviews.  
Sample Selection and Interview Procedure 
The survey included both metropolitan and rural households selected at random from the 
2001 Australian Bureau of Statistics Census data. Only one interview was conducted per 
household or dwelling. The sample was a non-replacement sample and up to six separate 
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visits were made to interview the person chosen to take part. Following the completion of 
the interviews, 10% of each interviewer’s work was selected at random. Attitudes and beliefs 
concerning ED behaviours were assessed in the final section of the survey. A vignette 
describing one of three fictional persons suffering from an ED was presented at random and 
followed by a series of questions concerning the problem described. After the vignettes were 
read aloud to participants, a written copy was provided to them, in order that they could 
reflect further on the vignette as the interview proceeded. Thirty-four percent (n=1038) 
received a vignette of an obese woman with BED, 31.67% (n=965) received a vignette of a 
woman with AN, and 34.20% (n=1042) received the vignette of a man with AAN. The 
vignettes are provided in the Appendix and full details of the survey can be found in previous 
papers [32, 33] 
Measures and Materials 
ED features assessment 
For the purpose of this study, participants were coded as having a full syndrome ED disorder 
according to previously published criteria i.e., they reported weight/shape overvaluation at 
level of four or more (i.e. at a clinically relevant level) as well as one or more of the following 
behaviours: at least weekly episodes of binge eating, purging and /or strict dieting/fasting 
and/or were underweight [32, 34]. Binge eating was described to participants according to 
the DSM-5 [1] definition. Purging was described as having “used laxatives, diuretics (water 
tablets), or made yourself sick, in order to control your shape or weight”. Strict dieting was 
described as “going on a very strict diet” or “eating hardly anything at all for a time”, for the 
purpose of weight or shape control. Current regular use of these behaviours was defined as 
  
96 
 
the behaviour having occurred at least weekly over the three months prior to the interview. 
Overvaluation was assessed by the question: “Has your weight and/or your shape influenced 
how you think about (judge) yourself as a person?” and recorded as present if at a moderate 
or higher level. Body mass index (BMI; kg/m2) was calculated from self-reported weight and 
height measurements. 
ED help-seeking behaviour was assessed by the follow-up question: "Have you ever 
spoken/sought advice from a professional person (e.g., a counsellor, a psychologist, a doctor, 
a dietician), specifically in relation to a problem with your eating such as eating too much in 
one go, feeling that your eating is out of control, being preoccupied with what you can eat or 
when you can eat, or with burning up calories, or other problems like this?" 
Self-identification was assessed by the question: "Do you think you might currently have a 
problem at all like [name of person in ED vignette]?" Participants were then asked, "How 
would you describe the problem: anorexia, bulimia, binge eating disorder/problem or other?" 
‘Days-out-of-role’ was assessed by the question: "During the past 4 weeks [0-28 days], on 
how many days, if any, were you unable to complete your work, study or, household 
responsibilities because of any problem with your (physical or emotional) health?" 
Ethics Statement 
The full survey was approved by the South Australian Department of Health Ethics 
Committee. All participants in the study provided verbal informed consent. This was obtained 
from parents or guardians when the respondent was aged 15-17 years. 
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Statistical Analyses 
Data were weighted to be representative of the general population sociodemographic 
features by the inverse of the individual's probability of selection, as well as by the response 
rate in metropolitan and country regions. SPSS version 22 and a significance level of .05 were 
employed for all tests. Chi square tests with Fisher exact test correction for small samples 
were used to compare males and females in regard to help-seeking and self-identification. 
Because self-identification was asked in relation to a specific vignette, three separate 
multivariate binary logistic regressions were conducted to assess gender as an unadjusted 
predictor for help-seeking, and adjusting for self-identification, age, education (eight 
categories merged as three), overvaluation of weight/shape, and days out of role.  
Results 
From the 4827 selected households, 3047 individuals (response rate 63.1%) were 
interviewed; of whom 1553 (51%) were women. The mean age was 45.14 (SD 18.79), mean 
BMI was 26.03 (SD 5.32), and the majority (77.5%) were Australian born, married 
(54.1%), and had a trade or higher qualification (52.2%). Other demographic and ED features 
of participants have been reported previously [32, 35]. 
In this sample 148 individuals had a full syndrome ED (i.e., high levels of overvaluation plus a 
regular ED behaviour) of whom 54 had EDNOS, 5 EDNOS AN type), 70 BED, and 24 BN, 6 BN 
purging type [32]. When data were weighted there were 164 with cases with full syndrome 
ED. Comparative features of the participants with an ED are shown in Table 1. Males with an 
ED were younger and had lower levels of overvaluation and purging compared to females. 
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Table 1:  Comparative demographic and clinical features of males and females with 
an ED. 
 Males  Females  Between group t-tests 
# 
Diagnosed with an ED: N=66 N=98  
Age-M (SD) 31.51 (12.74) N=66 36.64 (14.34) N=98 p=.020, t=-2.344 
BMI-M (SD) 27.61 (6.84) N=54 28.49 (7.14) N=91 p=.467, t=-.729 
Education-Med (IQR) 5(3-7) N=66 4(3-7) N=98 p=.749, Z=-.320 
DOR-Med (IQR) .00(.00-4.14) N=66 .00(.00-4) N=98 p=.478, Z=-.709 
Binge Eating-Med (IR) 3(1-4) N=66 3(1-4) N=98 p=.417, Z=-.812 
Purging-n (%) 5.55% (N=1) 94.44% (N=17) Χ2 =10.117, 
df=1,p=.001 
Strict dieting-n (%)    43.03% (N=34) 56.93% (N=45) Χ2  =.495, df=1, p=.526 
Overvaluation 4(4-5) N=66  5(4-6) N=98 p=.019, Z=-2.355 
 
Comparative demographic and clinical features of people who self-identified with 
an ED vignette 
Out of the total sample 10.24% (n=312) self-identified with the ED described in the vignette 
presented to them, and this included 43.9% (n=137) male and 56.1% (n=175) female 
participants. Of these 69 (22%) met criteria for a full syndrome ED, 36 (23%) BED, 27 (21%) 
AAN and 6 (25%) AN.  These participants were significantly more likely to report current and 
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regular binge eating and weight/shape overvaluation (all p>.001). They were also 
significantly more likely to report current and regular restrictive dieting (all p<.05), with the 
exception of those who were presented with the AN vignette where this did not reach 
significance (p=.098). Numbers engaged in purging were too low to conduct statistical tests. 
One hundred and fifty-seven (15.1%) participants self-identified with the vignette of the 
female with BED who was also obese. Two described their problem as anorexia, 3 as bulimia, 
45 as a BED/binge eating problem, and 107 as an ‘other’ problem. One hundred and thirty-
one (12.6%) participants self-identified with the vignette of the male with atypical AN. One 
described their problem as anorexia, 25 as a BED/binge eating problem, and 105 as an ‘other’ 
problem. Twenty-four (2.5%) participants self-identified with the vignette of the woman with 
AN. Two described their problem as anorexia, 3 as bulimia, 3 as a BED/binge eating problem, 
and 17 as an ‘other’ problem. Comparative features between men and women who self-
identified with an are shown in Table 2. The only difference between men and women was 
that men who self-identified with the BED /overweight vignette had a higher BMI. 
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Table 2 Comparative demographic and clinical features of males and females who 
self-identified with having an ED. 
 Males =54 Females n=103 Between group tests# 
BED Vignette(N=1038)    
Age- Mean (SD) 42.58 (14..81) 40.09 (15.69) t=0.963, p=.337 
BMI -Mean (SD) 35.46 (7.69)51 31.67 (6.15)86 t= 3.175 p=.002 
Education-Med (IQR) 5 (3-7) 4 (3-7) Z=-1.204, p=.228 
Days out of role -
Med(IQR) 
0 (0-2) 0 (0-4) Z= -.518, p=.605 
Binge eating -Med (IQR) 2 (1-2) 2 (1-3) Z=-.049 , p=0.961 
Overvaluation-
Median(IQR) 
3 (1-4) 4 (2-5) Z=-1.708, p=0.088 
Purging- n (%) 1/54 (1.85%) 6/103 (5.82%) NA 
Strict dieting- n (%) 2/53 (3.77%) 16/103 (15.53%) Χ2(1)=4.742, p=0.034(F) 
AN Vignette (N =24 ) n=7 n=17  
Age- Mean (SD) 51.32(16.32) 46.45 (20.51) t=0.555, p=0.584 
BMI-Mean (SD) 29.05 (4.65) 28.69 (7.46)16 t=0.141 p=0.889 
Education- Med (IQR) 5 (3-8) 3 (3-6) (MWU)Z=-1.607, 
p=0.108 
Days out of role-Med 
(IQR) 
0 (0-1.46) 0 (0-3.62) Z=-.184, p=0.85 
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Binge eating -Med (IQR) 2 (1-2) 1 (1-3) Z=-.541, p=0.589 
Overvaluation-Med 
(IQR) 
3 (1.55-3) 4 (2-4.45) Z=-1.324, p=0.186 
Purging n (%) 1/7 (14.28%) 1/17 (5.88%) NA 
Strict dieting n (%) 1/7 (14.28%) 2/17 (11.76%) NA 
 Males n=54 Females n=103 Between group tests# 
AAN Vignette (N = 131) N=76 N=55  
 Age- Mean (SD) 39.34 (14.85) 0.62 (14.29)  t=-.495, p=0.621 
    BMI- Mean(SD) 28.99 (4.95) 74 29.57 (6.97) 53 t=-.553, p=0.581 
Education-Med (IQR) 5.0 ( 3-6)  5 (3-6.23) MWU= Z=-.434, p=0.664 
Days out of role- Med 
(IQR) 
0 (0)  0 (0-3)  Z=-.712, p=0.476 
Binge eating -Med (IQR) 1 (1-2) 2 (1-3) Z=-1.816, p=0.069 
Overvaluation- 
Med(IQR) 
4 (2-4.27) 4 (2-5) Z=-.623, p=0.533 
Purging- n (%) 0  6/55 (10.90%) NA 
Strict dieting- n (%) 7/76 (9.21%) 11/55 (20%) Χ2(1)=3.13, p=0.077 
Levels 1= Still at school, 2= Left school at 15 years or less, 3=Left school after age of 15 years, 4= Left 
school after age of 15 years but still studying,  
5=Trade Qualification/Apprenticeship;6=Certificate/Diploma- one-year full time or less; 
7=Certificate/Diploma one year or higher, 8=Bachelor degree or higher. 
# t-test used for parametric continuous data, Chi-square (Fisher's Exact test applied where cell 
numbers were <5) for bivariate data, Mann-Whitney U for ordinal non-parametric data. 
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*Abbreviations Med=Median, IQR= Inter Quartile Range, F=Fisher's exact significance, MWU= Mann 
Whitney U test, NA=Statistical test Not Applicable due to insufficient n 
Help seeking for an ED in men and women 
In the total sample 8.47% (n=258) of participants had ever sought treatment for an ED, and 
males (n=97, 37.6%) were less likely to do so than females (n=161, 62.4%), χ2(1) =14.75, 
p<.001). However, of the 164 participants who had a full syndrome ED males were not 
significantly less likely than females to have ever sought help for an ED problem (18/66, 27% 
vs. 34/98, 35% χ2 (1) =1.00 p=.317). On multi variable analyses only a higher BMI was 
significantly associated with help-seeking. (Table 3). This model was repeated with self-
identification with no difference in result.
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Table 3: Predictors of treatment seeking in people who had an ED 
 
Model 1 (Unadjusted)  
 β Odds Ratio 95%CI P 
Gender -.259 .772 .392; 1.518 .453 
Model 2 (Adjusted) 
Gender -.778 .459 .172; 1.223 .119 
Age -.004 .996 .961;1.033 .832 
BMI .128 1.137 1.055; 1.224 .001 
Over 
valuation    
0 1 - - 
DOR  -.003 .997 .925; 1.074 .938 
SI .606 .546 .208; 1.429 .217 
 
 
Discussion 
 
In people with an ED this study aimed to investigate and compare gender differences 
in clinical features and help-seeking for an ED, and the impact of gender on help-
seeking for an ED against other determinants including symptom severity and self-
identification with an ED. Few differences were found between men and women with 
an ED and only one in those with self-identified with one (the BED) vignette. 
However, men were less likely to use purging behaviours and had lower levels of 
weight shape overvaluation. This is consistent with findings that men with EDs 
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commonly experience binge eating but less frequent purging and have EDs such as 
BED or non-purging BN [15, 36]. Men and women with EDs reported similar levels of 
functional health impact. 
Males were less likely to seek treatment in general, and this is not surprising 
given the lower prevalence of EDs in males [2]. However, males with a current full 
syndrome ED were not less likely to have ever sought help, and when controlling for 
self-identification and ED severity amongst other predictors males and females in the 
larger sample had similar levels of help-seeking for an ED. That is to say, when men 
experience debilitating symptoms of an ED and recognise this as a problem they, like 
women, appeared more likely to seek treatment.  
The findings support some previous studies [37, 38, 39] yet are inconsistent 
with others [22, 23, 24]. This may be due to the different samples and age groups; or 
that the assessment of EDs in Bohrer et al., [23] and Forrest et al., [22] was of lifetime 
ED histories rather than current ED symptoms. These two studies also identified a 
high proportion of people with AN and BN whereas the present sample identified no-
one with AN. The former Eating Disorder Not Otherwise Specified category and BED 
were the most common diagnoses [32].  Also, the present study examined seeking 
help for an ED whereas Thapliyal et al [24] examined whether participants were in 
treatment for any mental health problem. This may be because EDs are less likely to 
be identified in men therefore they may be less likely to be in treatment. For example, 
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we have previously found that males with EDs report not being believed or 
understood by health professionals [13, 16].   
Similar, to others [21, 27, 40] study found higher BMI to be a consistent 
predictor of help-seeking. Contrary to previous studies e.g. Forrest et al [22] people 
with greater overvaluation of weight/shape (i.e., greater ED severity) were not more 
likely to seek treatment. Self-identification was also not a predictor of help-seeking 
although this may have been because the question about help-seeking was not 
specific for each vignette whilst self-identification was specific for the vignette. 
Findings regarding education have been mixed and similar to Cachelin & Striegel [41] 
this study found education was not associated with the help-seeking. 
Clinical Implications  
This study found similar levels of symptoms (such as binge eating and strict dieting) 
and days out of role in males and females who had an ED and who self-identified with 
having an ED problem, and who all experienced similarly low levels of help-seeking. 
It is thus crucial to provide equivalent attention to males in research and in clinical 
settings. As a higher BMI was associated with help-seeking obesity clinics should also 
be alert to people having co-morbid problems with an ED and unmet treatment for 
the same. 
Strengths and Limitations 
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A strength of the study is that the sample was representative of the general 
population of individuals aged 15 years and older. A limitation is that the survey was 
conducted a decade ago and there may have been changes in help-seeking since 
then. ED treatment seeking was asked over the lifetime but only current ED histories 
were obtained. Furthermore, the study was designed to explore health literacy 
around three vignettes. Given the numerous ways EDs can present, self-identification 
with one vignette is a limiting factor; there was only one question exploring ED help-
seeking more broadly. Thus, some self-identification may have been unreported 
because people may have thought they had an ED but not the one presented in their 
vignette, which likely also partly explains in part the finding of 79 individuals who had 
an ED but did not self-identify.  For this reason, the multivariate model was repeated 
without self-identification. 
Conclusion 
Males in Australia with an ED were similar to females with regards to functional 
health impacts and were not less likely than females to have ever sought help for an 
ED. A higher BMI was strongly associated with help-seeking for an ED in people with 
an ED.  No other predictors of help seeking including days out of role and ED self-
identification were found. Clinicians should be responsive to the help-seeking of the 
less “typical” person with an ED, i.e.  people, particularly men, with a higher weight. 
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                                                        CHAPTER 6 
ROLE OF GENDER IN EATING DISORDER TREATMENT 
EXPERIENCES: A METASYNTHESIS 
Journal Citation: Thapliyal, P., Hay, P., & Conti, J. (2018). Role of Gender in Eating Disorder 
Treatment Experiences: A Metasynthesis. Journal of Eating Disorders. Published online on 
August 13, 2018Abstract 
Perceived as a disorder of women, Eating Disorders (EDs) are known to have impacts 
on people irrespective of their gender. This study is designed to synthesise the 
available qualitative research studies to more broadly understand the diverse 
experiences of ED and their treatment, specifically in relationship to issues of gender. 
The methodology involved a systematic search of the literature using terms that 
aimed to represent the primary concepts of “role of gender” and “treatment 
experiences” and “eating disorders “that were published after 1980. Eight qualitative 
studies met the inclusion criteria.  
Analysis of data was constructed around three main themes with subthemes 
within. The first theme "Out of sight, out of mind" depicted how gender issues were 
marginalised in treatment and when experienced by transgender people, this 
frequently led to non-disclosure of their gender identity. Furthermore, men 
specifically argued that they needed to be more symptomatic to be recognised as 
experiencing an ED and referred for appropriate treatment. The second theme "Lack 
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of literacy among health care providers" focused on issues related to misdiagnosis of 
EDs, and the question of whether this was related to a lack of health literacy amongst 
health professionals. The final theme "Pathways into treatment that address stigma" 
highlighted the need for the development of future treatment interventions that are 
informed by issues faced by the experiencing person in relation to questions of 
gender. Gender issues impact upon the ED experience needs broader consideration 
in the development and evaluation of ED treatment, including the further 
development of gender-informed interventions. 
Key words: Eating disorders, Gender, Treatment, Experiences 
INTRODUCTION 
Eating disorders (EDs) include Anorexia Nervosa (AN), Bulimia Nervosa (BN) and 
Binge Eating Disorder (BED) as well as a number of Other Specified or Unspecified 
Feeding and Eating Disorders (OS/UFED- formerly known as Eating Disorder Not 
Otherwise Specified or EDNOS) [1]. They are long known to be much more frequent 
in women than men and no other mental health issue has such a high prevalence in 
women; EDs have thus typically been constructed as a woman’s disorder. A meta-
analysis [2] of community surveys reported the lifetime, 12-month, and 4-week 
prevalence of EDs among females as 4.2-, 2.6-, and 3.2- fold the corresponding 
prevalence in males. Similarly, the lifetime prevalence's of AN, BN and BED in females 
were 2.2-, 3.9-, and 2.1-fold the corresponding prevalence's in males. However, EDs 
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are problems for men with prevalence of lifetime, 12-month, and 4-week EDs among 
males of 0.38, 0.22, and 0.09respectively [2]. The prevalence of extreme weight 
control behaviours, such as extreme dietary restriction and purging, may be also 
increasing more rapidly in males than females [3].  
ED presentations differ across gender as men are more likely to report 
overeating whereas women are more likely to endorse loss of control while eating 
[4]. Women have been found to have higher scores for ED behaviours such as drive 
for thinness, bulimia and body dissatisfaction when compared to men [5]. Results 
from a comparative study [6] also suggested that men were more likely to present 
with less severe ED pathology (weight, shape and eating concerns and dietary 
restraint) than women. Cross-sectional studies, however, have found that men with 
EDs exhibit high rates of psychiatric comorbidity [7, 8, and 9], a later age of onset i.e., 
usually adolescence [3], and a history of premorbid overweight [10] when compared 
to women with EDs. 
Gender and the under identification of experiences as ED 
Men are less likely to seek ED treatment services and are also less likely to be 
diagnosed with an ED if they do seek help that is for psychological difficulties. In 
Australia, only 13.6% of men with EDs had ever sought treatment [11]. Men have 
been reported to have difficulty in disclosing ED problems as the admission of being 
a male with an ED does not fit with the societal perceptions of EDs as occurring only 
in women [12]. Other barriers identified for seeking professional treatment for an ED 
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for both men and women have included feelings of shame and fear [13, 14]. However, 
there is an urgent need for greater consistency across research methodologies to 
examine differences in barriers for different groups. Past research has given limited 
consideration to the experiences of people with ED who also are of diverse gender 
and sexualities and to what factors facilitate and/or act as barriers to help seeking in 
the range of groups of people who experience and seek treatment for EDs. 
Clinician's identification and understanding of ED pathology is crucial in ensuring 
early and proper treatment of ED and related comorbidities [6]. However, in addition 
to the findings that men are reluctant to seek help [15] there is also lack of awareness 
among clinicians and under diagnosis of EDs in men [12, 16]. Under identification is 
despite similar symptoms of EDs among men and women [17, 18], similar treatment 
responses [19, 20, and 21] and similar outcomes [17]. 
Furthermore, men with EDs have been neglected in research studies. For example, a 
number of population cohort studies i.e., (prospective studies which are carried over 
a period of time) have been conducted with men as the exclusion group and women 
as the only group [22, 23] or men if present are included in negligible numbers [24]. 
One cohort study reported more positive treatment outcomes in men than women, 
when remission was measured by weight restoration and self-reported relapsing 
[25].  
Similarly, there exists a paucity of treatment outcome or other studies for people 
other than women including transgender individuals who experience EDs. Treatment 
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for EDs range from psychological, pharmacological and nutritional interventions, with 
diagnosis and intervention being understood as important to prevent a chronic 
course [26]. Of the published studies, one compared men and women’s responses to 
a day hospital treatment program with no significant differences reported [27]. On 
the other hand, a study that compared the response rate to cognitive behavioural 
therapy between a group of 131 men and 131 women between 1998 and 2015 found 
that male ED patients who completed treatment (specifically BN and OSFED) were 
more likely to achieve full remission than women with the same diagnosis [28]. In 
contrast, men who engage in treatment with significantly low body weight, co-
morbidity and little family support, like women, have been found to experience 
greater difficulty in achieving a positive treatment outcome [29]. The treatment for 
people with EDs further requires an understanding of factors that contribute to 
difficulties in engaging in care faced by the individual and those who treat them. 
Improved understanding of these factors may lead to improved treatment outcomes. 
Some consider it is important to focus treatment interventions for men towards male 
specific issues such as weight history, gender orientation, abuse of exercise, body 
image and dynamics of depression and shame associated with being a man with ED 
[30]. Whilst there seems to is an argument on providing tailored treatment 
interventions for men [21], or "male-friendly" services [31], for a positive outcome, 
for others including transgender people there is no research or recommendations. 
Treatment outcome studies have also typically not investigated experiences from the 
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perspective of the experiencing person themselves. In sum, there are notably few 
studies that have focussed on the treatment experiences of men [21] and there is an 
absence of research addressing the experiences or specialized approaches of 
treatment for transgender individuals with EDs. 
Gender differences in ED treatment experiences -do they matter? 
A review of the literature into ED treatment experiences in men has identified a lack 
of consensus about relevance of gender in treatment [32]. This is despite the push 
for more of a focus on feminist issues in ED treatments for women, including some 
women’s expressions of the importance of the inclusion of a focus on gender issues 
in ED treatments [33]. In addition, Bunnell [34] has explored the relationship between 
therapist and the person in treatment for an ED as both may bring in their own 
explicit and implicit gender experiences, biases, anxieties and beliefs. Within this 
context, it has been argued that clinicians have a responsibility to enhance their 
clinical sensitivity by carefully examining their personal experiences related to gender 
stereotypes.  
Current review 
Despite a number of literature reviews [12, 31, 35, and 36] on gender and EDs, there 
currently exists no meta-syntheses of qualitative research studies in this area. 
Additionally, there has been limited consideration within these reviews of the 
potentially diverse treatment experiences of people who identify as Lesbian, Gay, 
Bisexual, Transgender and Intersex (LGBTI). This paper is designed to address this gap 
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through synthesising the available qualitative research studies to develop a richer 
understanding of the diverse experiences of people who experience EDs and their 
treatment. 
METHODS AND METHODOLOGY 
The present study employed meta-ethnography methodology [37] and followed 
ENTREQ statement (Enhancing Transparency in Reporting the synthesis of Qualitative 
research) [38]. ENTREQ consists of 21 items grouped into five main domains: 
introduction, methods and methodology, literature search and selection, appraisal, 
and synthesis of findings. 
Databases and Search methodology. A pre-planned systematic search of the 
literature was conducted in October and November, 2017 using the Electronic 
Database (Scopus), PsyhInfo, Pub Med (Medline), grey literature database (digital 
thesis) and generic web searches (Google Scholar). Subsequently, a hand-search of 
the reference lists from the selected papers was followed. The search terms are 
presented in Appendix J: Search terms" Eating disorders" OR "Anorexia" OR "Bulimia" 
OR "Binge eating" AND "Treatment" OR "Therapy" AND "Gender" OR "Men" OR 
"Male" OR "Women" OR "Female" AND "Qualitative". These terms aimed to 
represent the primary concepts of “role of gender” and “treatment experiences” and 
“eating disorders” with PUBYEAR>1980 
Study Selection: Figure 1 presents the Prisma flow chart for the selection of included 
studies.  
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Figure 1- PRISMA Flow Diagram 
 
The initial database search returned 45 abstracts after removing duplicates.  This 
included studies that were located through hand-searching the reference lists in the 
potential papers and provided further key papers and so on iteratively to achieve a 
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comprehensive range of articles. The primary researcher (PT) then screened the 
abstracts and excluded studies that did not address the research aim. The second 
stage of the study selection process involved examining each of the 45 articles and 
considering those which satisfied the inclusion criteria. 
1. Journal peer reviewed article, thesis and ProQuest, 
2. Articles those were published post-1980, 
3. Participants had an ED according to current diagnostic schemes (Diagnostic & 
Statistical Manual of Mental Disorders (DSM) or International Statistical 
Classification of Disease and Related Health Problems (ICD)). 
4. The study addressed treatment experience and included any gender (male, 
female or transgender). 
5. Used a qualitative study methodology 
The increase in number of ED cases and publications occurred in early to mid-eighties 
and this coincided with establishment of the International Journal of Eating Disorders 
in 1982. Therefore, articles published after 1980 were included. Forty-five studies 
met these criteria and included for further review. A summary of the excluded studies 
grouped by the primary reason of exclusion is provided in Appendix K: List of studies 
excluded from the review with exclusion reason. This process resulted in a total of 
eight relevant studies for inclusion into the review.  
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Coding of Studies 
Each of the 8 included studies was coded using a rating sheet according to the 
following characteristics: Author name, year published, country (location of study), 
age of participants (age range or mean), and sample size, gender (male, female, and 
transgender). 
Analysis strategy 
The study followed qualitative methodology to examine gender as it may differ in 
people with EDs and focussed particularly on the aspect of treatment. Studies were 
excluded if they were not published in English, not about EDs and were not a study 
of treatment experience. All the included studies were assessed for quality by all 
authors based on the RATS [39] and Critical Appraisal Skills Programme (CASP) [40] 
criteria namely: 1) relevance, where the research question was explicit and linked to 
the existing knowledge base, 2) methods were described and justified, 3) there was 
transparency in regards to selection, recruitment, data collection, role of 
researchers/investigators, and ethics, and 4) there was rigor of analysis and 
reporting. In synthesizing the evidence from relevant included papers we followed 
the method described in Shaw [41] i.e., all authors read and reread the papers 
separately, together constructed a table of themes as reported in the primary paper 
(first-order constructs), together translated studies by compiling second order 
constructs and a comparison of concepts from studies into one another, and then 
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presented findings as a series of themes supported by quotes from the original 
papers. 
RESULTS 
1. Study characteristics 
 The characteristics of the qualitative studies about role of gender in the treatment 
experiences of ED are detailed in Appendix L: Qualitative studies included in the 
review. The following section provides an overview of these characteristics including 
the year and location of the study, the methodologies employed, and characteristics 
of the study participants. 
Methodologies employed: All the studies were conducted using known qualitative 
methods. However, the methodology employed to obtain data in the studies varied: 
Seven involved interviews, one used a self-written report to collect data and one used 
an online questionnaire. 
Year and location of studies: The studies were published between the years 2002 
and 2017 with most conducted in United Kingdom (n=5) followed by Australia (n= 2) 
and then the United States (n=1). 
2. Sample and participant characteristics 
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Sample size: In all qualitative studies (except one) the sample size varied from5 to 
15. Only one study [42] had a larger sample size (n=84).  
Participant age: Data reported on the age of participants varied from 16 to 58 years. 
In one study [43] the age of participants was not specified. 
Gender: In the included studies 5 had only male participants [12, 31, 43, 44, 45], 2 
had only female participants with consideration of gender issues in treatment [33, 
46], and one study [42], explored the treatment experiences of transgender that had 
female, male and non-binary (not categorically either gender) participants. 
Type of Eating disorder in participants: The studies comprised participants 
diagnosed with AN (n=2), AN, BN, BED and EDNOS (n=2), AN, BN and BED (n=1), only 
AN and BN (n=1), and two studies didn’t specify the type of EDs in participants. 
Sexuality: The studies included people who identified as heterosexual, bisexual, 
Bi/pansexual female (n=1), only female where sexual orientation was unknown (n=1), 
only heterosexual male (n=2), hetero and homosexual males (n=3), and female, male 
and non-binary participants (n=1). 
Synthesis of themes: This metasynthesis generated a series of interconnected 
themes that expressed the interrelationship between gender and ED treatment 
experiences. Themes resulting from translation are discussed. 
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Table 1: Translation of themes related to gender issues in treatment for an ED 
across the primary papers 
THEMES SUB-THEMES PAPER-ORIGIN 
1.Out of sight out of mind a) So bloomin’ obvious: Gender 
issues "erased" or undervalued 
in treatment 
Holmes, 2016[33], Holmes, 
2017 [46], Duffy et al, 2017 
[42], Robinson et al, 2013 [12]. 
b)Decision to not disclose 
gender identity (Transgender 
group) 
Duffy et al, 2016 [42]. 
2.Health literacy regarding 
gender issues amongst health 
care providers 
a) Under or misdiagnosed in 
men. 
Dearden & Mulgrew, 2013 [31], 
Drummond, 2002 [43], 
Raisanen& Hunt, 2014 [45]. 
b) Health literacy specific to 
gender 
Duffy et al, 2017 [42], 
Robinson et al, 2013 [12], 
Holmes, 2016[33] 
c) Does gender really matter in 
treatment? 
Holmes,2016[33], Robinson et 
al, 2013 [12], Drummond, 2002 
[43], Holmes, 2017 [46] 
3.Creating Pathways into 
treatment that address 
stigma and other barriers 
a) A women's problem? 
Addressing stigma for men 
De Beer & Wren [44], Holmes 
2016 [33], Raisanen& Hunt, 
2014 [45] 
b)Gender informed treatment Holmes 2016 [33], Dearden & 
Mulgrew, 2013 [31], Raisanen& 
Hunt, 2014 [45], Duffy et al, 
2016 [42]. 
 
Theme 1: Out of sight out of mind  
Questions of gender identity were consistently, although likely to be unintentionally, 
marginalised by treatment service providers for women [33], men [12] and 
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transgender people [42]. These issues were argued, by those who identified them, as 
relevant and significant to the ED experience and their frequent omission in 
treatment was highlighted across the studies. 
a) “So bloomin’ obvious”: Gender issues “erased” or undervalued in treatment 
Of the two studies that explored gender issues for women [33, 46], the majority of 
women experienced gender as not specifically addressed in their treatment. 
EXTRACT 1 
 “It would have been a whole lot easier if these [feminist] perspectives] were used in 
my treatment…. It always felt like me against the system which is really isolating…I 
would have seen that it wasn’t just me being crazy…. The idea of eating disorders 
being a problem of society I actually found really reassuring…. rather than just you’ve 
gotta sort yourself out and fit back into the society structure that we’ve got.”(P8) [33]. 
For participant 8 [33] the lack of focus on gender issues in treatment was not neutral 
in its effects and contributed to a sense of isolation and recruitment into the idea of 
herself as “just me being crazy” and having to “sort yourself out” with an absence of 
questioning the society within which EDs develop. 
The inclusion of gender issues in the EDs treatments was positioned by the women 
as integral to their experience (for example, “so bloomin’ obvious” (P8) [33]). When 
addressed in therapy, however, issues related to gender tended to be accommodated 
onto [47] pre-existing treatment interventions and rendered superficially addressed: 
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“I was just told, um, to try and not notice images of bodies . . . It’s a bit ridiculous 
really.” (P9) [33]. 
In the only study with transgender people [42], around 60% (n= 50) of the participants 
disclosed their gender identity to their clinicians. 
EXTRACT 2a 
“Every primary care provider that I have interacted with simply sidesteps or ignores 
my articulation of a trans identity. It’s as if the gesture never happened” (P) [42]. 
EXTRACT 2b 
“Since coming out, my identity has been erased in treatment because clinicians and 
therapists aren’t comfortable with a transgender individual who does not identify as 
male or female” (P) [42]. 
Amongst the range of issues that were identified on disclosure by these participants, 
the experience of their gender identity being ignored was most frequently cited as of 
concern (for example, Extract 2a). The power of the therapist’s response that ignored 
their gender identity in therapy was highlighted by another participant where this 
contributed to a sense of identity erasure (Extract 2b). An overarching theme in this 
study highlighted the struggle for transgender people to "come out", yet their 
simultaneous yearning for acceptance of their gender identity from the health 
professionals who treated them. 
  
132 
 
One study into men’s experiences of treatment found that being a solitary male in a 
group therapy intervention contributed to a sense of purposeful exclusion, even if 
this may not have been the intention of the facilitator or group members.  
EXTRACT 3 
"[As the only male] you become aware of people holding back or you being purposely 
excluded, or people saying ‘maybe it’s best if you’re not in this group" (Bill) [12].  
Within this stretch of text, the impacts of being the solitary male was a sense of 
himself as an outsider to the group with his exclusion being understood as what’s in 
the interest of the group. This would indicate the power of being marginalised 
through gender difference and the significant impacts of gender being ignored in 
treatment interventions. 
b) Decision to not disclose gender identity (transgender group) 
In the one study into transgender people’s experience of ED treatment, 40% (n=33) 
of the participants reported that they decided not to disclose their gender identity 
[42]. 
EXTRACT 4a 
“I have stopped telling therapists, doctors, and groups that I don’t identify as a 
woman. It makes them uncomfortable and alienates me. Lying is easier” (P) [42]. 
EXTRACT 4b 
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“I did not discuss my issues around gender identity when I was in the treatment 
program, and I was treated as though I were a male patient” (P) [42]. 
Centred on this “choice” not to disclose their gender identity was an effort to avoid 
stigma and discrimination that they had previously been experienced through 
specific past negative experiences with health care providers, including that their 
disclosure “makes them [health professionals] feel uncomfortable” (P) [42], or simple 
logistics (e.g., treatment centre that treated only women). Furthermore, this 
concealment of their gender identity contributed to further marginalisation 
(“alienates me”) [42] the sense of themselves as “lying” (Extract 4a) and their identity 
being assumed to be that of the gender with which they did not identify (Extract 4b).  
Theme 2: Health literacy regarding gender issues amongst health care providers 
Implicit in the frequent absence of gender issues being addressed in therapeutic 
contexts was the question of the health literacy. This meta-theme encompasses the 
varied contexts within which when the participants across these studies experienced 
gender issues as marginalised in their treatment.  
a) Mis- or under diagnosis in men 
Men’s experiences of help-seeking indicated that to qualify for treatment and/or 
their struggles to be taken seriously, they needed to disclose and present with more 
serious patterns of ED symptomatology. Two of the 5 studies that researched men’s 
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treatment experiences, found that 30% [45] to40% [31] of men were misdiagnosed 
for their ED. This included either all the men [31] or a few of them [45] being given 
other mental health diagnoses that included mood disorders and anxiety. 
EXTRACT 5a 
“The one GP I went to, back when it was first starting and I was a somewhat healthy 
weight still, dismissed my concerns as “just stress” (P) [31]. 
EXTRACT 5b 
“You haven’t got bulimia, you're just depressed, I’m probably quite confident in saying 
that was probably because you know I was male, you know I didn’t live up to the 
stereotype of being young and female"(P3) [45]. 
These men argued that their distress was minimised and “dismissed” by the health 
professionals who treated them. Two of the 5 men in Dearden & Mulgrew’s study 
[31] highlighted how their distress was measured by the extent of their weight loss 
(Extract 5a). Participant’s [31] use of quotation marks the extent by which his 
experience was actively minimised and misunderstood by health professionals as 
“just stress”. 
Participant 3 (Extract 5b) [45] ascribed a gender-specific explanation to his 
experience being minimised by health professionals where he did not fit the 
gendered “stereotype” of the sort of person diagnosed with an ED. Instead his 
experience was minimised as “just depressed”, which ruled out a more complex 
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formulation to take into consideration the complex interrelationship between ED 
symptoms, under nutrition and low mood [48]. 
The issue of being under diagnosed was reported as posing significant distress and 
heightened health risks in4 men out of 16participants across the 2 studies [43, 45]. 
EXTRACT 6a 
“I didn't like drinking too much overnight. [However,] I did start to restrict how much 
water I was having and stuff like that. Actually that idea came into my head from one 
of the psychiatrists down at the clinic. He asked me if I was restricting my fluid intake. 
And up until then, I wasn't restricting my fluid intake. I didn't really figure water was 
going to do too much. He basically told me straight out, "We can't do too much for 
you here at our clinic. I don't know why you were sent here...because you're not at the 
critical level." So I figured if I'm going to get to this critical level I may as well start 
restricting my water intake” (P) [43]. 
EXTRACT 6b 
“I didn’t say anything. I was dumbfounded, like I couldn’t believe a physician would 
say something like that, because I just thought, you know, if there’s nothing physically 
wrong but something’s happening surely that means there’s something 
psychological. And if it’s to the extent where I’ve lost three stone at this point, you 
know, shouldn’t I be getting referred. … basically I walked outside and punched a wall 
and broke my knuckle because I was so angry. That he’d sat there and called me weak 
and blah blahblah [Precisely] to “man up” and “Not be weak but be strong and deal 
with the problem” (P5) [45]. 
Participant's [43] response to being denied treatment because of not being at a 
“critical level” (Extract 6a) was to compete for the diagnosis (required for 
treatment) through an escalation of ED behaviours that included restriction of 
fluids. The interaction between gender and the social practice of competitiveness 
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may have profound implications for how men engage or do not engage in ED 
treatments. This may become increasingly dangerous in contexts where health care 
resources are scarce and health professionals inadvertently do not understand the 
extent of men’s symptoms and distress. Courtenay [49] has argued that “social 
practices that undermine men's health are often signifiers of masculinity and 
instruments that men use in the negotiation of social power and status” (p.1385). In 
extract 6a, the participant’s negotiation of social power and status was to engage 
more intensively in ED practices to prove that he had an ED and qualified for 
treatment to the health professionals who were treating him. On the other hand, 
participant 5’s [45] response of anger signified a gendered identity violation [50] 
where ED behaviours in a man were assumed to be a sign of weakness (“he called 
me weak”; Extract 6b) rather than distress. The gendering of the ED experience 
builds further the assumption that experiencing an eating disorder, like gendered 
constructions of women [51], is a sign of weakness in men.  
b) Health literacy specific to gender  
The lack of health literacy amongst health care practitioners was unanimously 
reported in studies into ED experiences of transgender [42], men [12] and women 
[33]. This sub-theme encapsulated the emotional turmoil experienced by the 
participants in these studies. 
EXTRACT 7a 
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“I have been regularly misgendered over the course of my treatment. It's kind of par 
for the course by now, but it's still really upsetting. Even my therapist doesn't really 
understand how to use my pronouns, and has referred me to as "girl" and "daughter", 
despite the fact that I've come out to her"(P) [42]. 
EXTRACT 7b 
"I can’t help but …wonder how my life might have been different …if anyone who saw 
me in the course of my treatment had been able to recognize my gender dysphoria 
and inform me that there were ways of addressing my extreme discomfort with my 
post-pubertal body other than starving myself " (P) [42]. 
EXTRACT 7c 
 "It’s difficult in general for me to find therapy and help that understands me being 
trans, being a rape survivor, and having an eating disorder. I tend to find any help I 
seek for one, or any combination of those, fails in at least one of those areas" (P) [42]. 
EXTRACT 7d 
 “My therapist is excellent in her work, but it seems she does not understand non-
binary genders” (P) [42]. 
About 11% (n=9) of transgender participants in Duffy’s study [42] reported being 
misgendered by the clinicians who treated them, even after disclosing their gender 
identity and 17 % (n=14) of participants argued for a need for clinicians to be more 
educated around gender-specific issues. These recurrent interactions where they 
experienced misgendering in therapy were not neutral in their effects and 
contributed to further distress (Extract 7a). The marginalisation of their experiences 
of being transgender and how this was inextricably intertwined with a range of other 
experiences, including the ED, was experienced by these participants as central in 
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their struggles to progress in treatment (Extracts 7b & c).  Even when a therapist was 
experienced as “excellent” (Extract 7d), there was evidence of the unexamined world 
view of therapists that was underpinned by the dominance of both heterosexual [52] 
and dualistic gender norms. The absence of scope to focus on their gender identity 
meant that an important aspect of their embodied subjectivity and lived experience 
(including their experience of an ED) was obscured by therapeutic processes, albeit 
unintentional in some contexts.  
The difficulty in finding ED treatment services that had scope to tailor services to their 
needs and preferences, appeared to be a crucial problem for 19% (n=16) of the 
transgender participants in this study [42]. In addition, the deficit of appropriate ED 
treatment services ameliorated the efforts to seek holistic treatment for a trans, rape 
survivor (Extract 7c). Within this extract, this participant challenged and criticized the 
present health care system as having failed them, by presenting the encountered 
circumstances.  
Likewise, studies into women’s experience of ED highlighted some of the impacts of 
a lack of focus on gender issues on these women’s sense of identity. 
EXTRACT 8 
“When I was reading [Orbach’s Hunger Strike] . . . I tried bringing it up with the 
psychiatrist . . . She would just look at me like I was barmy – like that was more 
madness coming from me . . . I was quite confused about it but it was like ‘‘OK let’s 
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put [the book] . . . away again: that’s just [name removed] being crazy again . . .’’(P5) 
[33] 
The understanding of her ED experience within its societal context enabled 
participant 5 [33] to resist the pathologisation of herself as “crazy” and assisted her 
navigating her identity within a society that prizes the thin female body [53]. On the 
other hand, the dominance of an individualistic pathologisation over a feminist 
perspective on EDs meant that when she raised feminist issues in treatment, she 
understood her therapist's response to confirm her identity “crazy” person. 
 Although the experience of body image issues and their relationship to the 
EDs can be divergent across genders, a consistent theme across these experiences 
was a lack of recognition of gender issues in therapies that “pigeonhole” people into 
the dominant feminine constructions of EDs. This was identified as particularly 
problematic in the non-dominant groups of men and transgender people. 
EXTRACT 9a 
"The groups I’d be sitting in on ... on the ward with all the women ... body image 
things, they really didn’t bear any relation to ... the issues that I had" (Bill) [12]. 
EXTRACT 9b 
"In spite of my identification, "professionals" tend to fall back on essentialist notions: 
"you are a man." I am simply not interested in educating professionals about my 
gender or identity; it's the one space where I do not have the energy left to do so" (P) 
[42] 
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Despite diverse experiences of being a man (Extract 9a) and a transgender woman 
(Extract 9b); both these people described a sense of alienation to the prevailing views 
of health professionals and in their experience of interventions. Being the only male 
in a treatment program, Bill experienced himself as an outsider who felt his issues 
were left unaddressed. The transgender participant (Extract 9b) who no longer 
identified as a man felt frustrated and abandoned due to repetitive mention of his 
past gender identity by the clinician.  
c) Does gender really matter in treatment? 
All the eight studies highlighted the diverse views of participants on whether 
gender issues mattered in treatment and there emerged a lack of consensus about 
its relevance for inclusion in the understanding of EDs and their treatment. For 
example, in one of the 5 studies on men [12], there were contradictory views about 
whether to raise the gender issue in treatment or not.  
EXTRACT 10a 
"I think it’s pretty much gender-excluding as a disorder. The reasons why you get there 
are probably slightly different but in the end all roads lead to Rome [...] the gender 
part is not significant but no ... too many people with like mind and that mind are 
deranged” (Bill) [12]. 
EXTRACT 10b 
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"Everyone is different, and ultimately every case is different, and although people 
suffering from bulimia have got the same thing, it’s probably for a number of different 
reasons"(Greg) [12]. 
EXTRACT 10c 
“Perpetuation of maintenance of their disorders as a feminized illness” (P) [43]. 
Contrasting the perspectives of Bill in Robinson et al’s [12] study(extracts 9a and 
10a), there was a struggle between the experience of being an outsider to a 
program that focused on body issues relevant to women (extract 9a) and the 
position that "gender part is not significant" (extract 10a).Furthermore in taking up 
an individualistic discourse, Bill argued that every person has their own struggles 
and that the disorder is “gender-excluding” and people should be treated as 
individuals (rather than in group therapy) because the mind is “deranged” (Bill)[12]. 
Likewise, another participant Greg [12] also argued for consideration to be given to 
the uniqueness and individuality of each person who experiences an ED (extract 10b). 
On the other hand, one out of 6 men in Drummond &Murray study [43] argued that 
ED treatment was informed by the positioning of the experiences as a “feminized 
illness”.  
Underpinning these diverse perspectives is the tension between addressing the 
unique issues faced by an individual, yet also understanding an individual within their 
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social context. Likewise, the women in these studies also expressed diverse opinions 
on whether gender was relevant or not to their experience of an ED and its treatment. 
EXTRACT 11a 
"People that aren’t female get eating disorders as well… I think that men are also held 
to quite high standards when it comes to exercise and things like that so…I don’t 
know; I don’t think eating disorders really are a feminist issue" (P4) [46]. 
EXTRACT 11b 
"Feminism…. I like the idea of women having rights… but then I think it can also go 
borderline, you know, women are great, men aren’t… When we ask for more and 
more and more through feminism, I think it’s borderline sexist"(P2) [46]. 
EXTRACT 11c 
"I think [the group is about] ... the deeper … subtler factors that exist every single day 
since the day you were born … that you [are]… not really aware of, it’s just what 
society thinks and… everyone kind of adopts those kind of ideas [about gender], 
without even knowing."(P7) [46]. 
 
EXTRACT 11d 
“Gender was a huge part of [her] experience of having an ED” (P3) [33]. 
Within the context of participating in a group that focused on feminist issues in ED, 
these women expressed divergent positions that ranged from a dismissing of the 
conceptualisation of an ED as a feminist issue (Extract 11a) to concerns that its 
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inclusion in treatment risks women asking for too much and being “sexist” 
themselves (Extracts11b). Participant 7 [46], however, highlighted how gendered 
constructions of reality are frequently taken up in ways that are outside a person’s 
conscious awareness and that this treatment addressed these “deeper… subtler” 
dimensions of her experience including gendered “expectations of men and women 
around food… and weight loss” (Extract 11c) (P7) [46].Contradictory to literature 
[30] that has made claims that "treatment paradigms have been geared towards 
females” one woman who had experienced both AN and BN [33] felt that the 
significance of gender issues in her ED experience was left unaddressed in her 
treatment. Such findings accentuate the importance of providing ED treatments 
that have scope to potentially address gender issue as necessary for everyone at 
some point of time in their treatment. 
Theme 3: Creating pathways into treatment that address stigma and other barriers. 
a) A women’s problem? Addressing stigma. 
The construction of eating disorders as a “women’s disorder” presents as a challenge 
for men’s masculine identity, particularly as a disorder associated with women is 
more frequently construed as a sign of weakness (see subtheme 2a). Therefore, the 
application of this diagnostic category to men was troubled, including in de Beer & 
Wren study [44] who found that the men reported experiencing emasculated 
through stigma associated with an eating disorder diagnosis. 
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EXTRACT 12a 
"It can feel like an admission of being less than male” (P) [44]. 
EXTRACT 12b 
“I didn’t like being pushed around.” (P) [44]. 
The men’s responses to an ED diagnosis and its treatment were diverse. Assumed in 
a masculine discourse are features such as authority, competition and physical 
strength [54]. The issue of acceptance and asking for help for an eating disorder was 
found to be a barrier to treatment for men. This may be understood as a fear of losing 
autonomy through giving up control and a mistrust of giving over control over to 
others [44]. This was also associated with self-stigma of having a “female illness “as 
one of the men claimed admitting to have ED could make them feel "less than male” 
(Extract 12a). Extract 12bpoints to men’s previous experiences of inpatient admission 
and also correlates to a general fear of loss of control in relationships, an expectation 
that care involves control by others. This fear of being pushed around in treatment 
sat in contrast to one woman’s experiences of a feminist informed intervention. 
EXTRACT 13 
“Right we need to talk about this, and [she] really pushed me…It…was then that 
somebody actually clicked that there was more going on than people had picked up 
on” (P3) [33]. 
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This woman recounted how being “pushed” by her psychologist after a near 
successful suicide attempt was a helpful therapeutic intervention for her at that time 
(Extract 13). This juxtaposition between this man and woman’s experiences (across 
these two studies) highlights how gender can play a role the way power is negotiated 
within both the therapeutic relationship and the treatment intervention.  
EXTRACT 14 
"I did make contact with my doctor…I just said that what I had done and what had 
happened…he talked through the whole process [er] with me and explained that, the 
very serious side effects to doing that to myself. [Um]Obviously encouraging me you 
know for it not to continue doing what I can. [Er] He was happy to refer me [um] to 
someone, but you know that was my choice"(P7) [45]. 
Although the recurrent issues for men across the studies were either misdiagnosis or 
a lack of gender specific treatment, in the above extract one man talked about what 
was helpful in his experience with a health professional was clear communication and 
a sense of personal agency in choosing his treatment.  
b) Gender informed treatment 
In the study of Holmes [33] 50% of the female participants were admitted for 
specialist ED in-patient treatment.  
EXTRACT 15 
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"It is only once you learnt that kind of submissive femininity where you don’t protest 
and you don’t seek ‘‘excessive’ ’independence or your own views that you’d be kind 
of granted the right to speak again, although on, like, really limited terms" (P12) [33]. 
A recurrent theme across these women’s experiences was that within the inpatient 
treatment context, they were given room to speak (“granted the right to speak”, 
extract 15) but on the perceived condition that their voice was submissive and 
unquestioning of their treatment. In other words, they were required to speak with 
a submissive voice/feminised voice to be heard. Experienced as particularly 
authoritarian and harsh, one participant recounted how she was withheld one-to-
one therapy until a baseline weight was reached [33]. The need for a gender-
inclusive treatment was also argued across these studies where a number of men 
claimed that the available information was either gender-blind or gender 
inappropriate. 
EXTRACT 16a 
“Like you hear the side effects of having an eating disorder on like women. Like they 
can become infertile and stuff like that, but I’ve never seen any for men. So I like went 
and was like, “look well what are they for men? ‘Cos like that I could like have a side 
effect and wouldn’t know” (P1) [45]. 
EXTRACT 16b 
"The only information I got was [er] a scare sheet basically. It was this was going to 
happen if you keep going. Basically the big one that they circled was, ‘Oh you won’t 
be able to be sexually active’ for men. And that was the biggest thing"(P5) [45]. 
EXTRACT 16c 
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“If we had more male friendly health care system more men might talk about eating 
issues"(P) [31]. 
For the men (n=9) in Raisanen and Hunt ‘s study [45], the lack of male-specific 
information had a range of impacts including provision of a false sense of security 
(Extract 16a) and when this was available for one man, this was perceived as a ‘a 
scare sheet’ that highlighted the possibility of impotence or lack of sex drive (extract 
16b). The concerns regarding gender specific treatment for men ran across these 
studies with one respondent in the Dearden & Mulgrew study [31] who believed that 
having a more "male friendly" health care system would possibly encourage more 
men to discuss their eating issues.  
EXTRACT 17 
"It would be reassuring to see programs which include some sort of reference to their 
inclusivity of transgender/gender-diverse people" (P) [46]. 
Some of the transgender interviewees with EDs believed there was little or no 
appropriate treatment available for them which led to reluctance to reach out for 
fear of receiving inadequate or incompetent care. However, for others who sought 
help, the process of trying to identify an appropriate treatment centre was 
experienced as stressful. Nevertheless, there was still sense of optimism among the 
transgender participants to have inclusive treatment centres in future. 
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DISCUSSION 
The present study was designed to synthesise qualitative research studies in order to 
understand the experience of EDs treatment amongst diverse population groups that 
included men, women and transgender people. Findings suggested that gender 
issues were consistently marginalised or ignored by the therapist or treatment team 
for women, transgender and men participants across the studies. In the case of 
women, the mention of including gender issues was either ignored or minimised by 
the therapist; some these women also experienced the real effects of their gender, 
including the experience of their voice being filtered and constrained within the 
treatment context. Under diagnosis and a lack of access to treatment interventions, 
particularly for men, was another meta theme across these studies. For transgender 
people, the lack of health literacy and tailored interventions that acknowledged their 
gender identity and how this was intertwined with their ED experience was a 
substantive finding, albeit from the only research study in this population that met 
search criteria for this metasynthesis.  
The side-lining issues of gender within treatment contexts was a consistent meta-
theme across these diverse groups. For some of the women who raised gender issues 
in therapy, this was responded by therapists either superficially (e.g. “try and not 
notice the images of bodies”) or with practices that shaped them back into an 
individualist construction of their experience as a disorder that existed within (e.g. 
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“that was more madness coming from me”). In contrast, transgender participants 
faced presumptions and bewilderment from clinicians about how to respond to their 
gender identity and provide a holistic treatment intervention that could handle the 
complexity of a lived experience within which their ED experience was intertwined 
with their identity as transgender. On the other hand, for men treatment experiences 
varied from mis- and/or under-diagnosis and treatments that were not tailored to 
the unique issues faced by men who experience ED.  
Central to issues faced by women in ED treatments was that dominant interventions 
tended to accommodate the societal context of EDs onto pre-existing individualistic 
formulations that construct the ED as a disorder that exists within [55]. Therefore, 
women’s accounts indicate that they were given voice to speak, however their voice 
was constrained to the terms of speaking of this dominant individualistic discourse 
[47], thereby leaving intact this discourse that constructs eating disorders as 
individual pathology.  
For men, issues were centred upon the question of whether or not their ED 
symptoms were noticed and/or taken seriously. Men repeatedly spoke of under 
diagnosis and/or requiring severe ED symptom patterns to qualify for specialised ED 
treatments. Although this issue of symptom severity as a gateway to ED treatment 
services is not unique to men [56], there continues to exist a question as to whether 
men’s ED symptoms and distress need to be more severe and of greater risk before 
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they are noticed by health professionals as eligible for an ED diagnosis and its 
treatment [57]. This issue of requiring more intense levels of ED symptomatology for 
men with an EDs to be taken seriously for treatment, echoed the prevalent notion 
that EDs are a "female illness" [12, 17, 58]. Furthermore, the use of physical 
diagnostics, including as BMI and body weight as central criteria for ED diagnosis and 
assessment of ED severity were perceived by a number of men as questionable. 
The experiences of transgender people that questioned the mental health 
professionals ‘competence in treating individuals identifying as transgender was of 
major concern and resonated with previous studies [59, 60]. Participant’s sought 
acknowledgement and acceptance of their gender identity by the therapist and 
reportedly felt ignored and marginalised. The predominance of negative responses is 
striking and participants’ experiences indicated that this added to their distress. The 
non-disclosure of gender-identity could have influenced the treatment efficacy as 
concealment of one’s identity impedes necessary aspects (for e.g., trust, mutual 
respect, and therapeutic alliance) of treatment [61].  
Analysis of studies reported a broader inadequacy of health literacy in relation 
to gender issues for women, men and transgender people that indicated that 
ignoring gender in therapeutic interventions is not neutral in its effects. However, the 
question of whether or not therapists should raise and address gender in treatments 
was troubled for the participants across these studies. In the case of women, the 
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question of whether to adopt feminist approaches was contested with some 
participants arguing that treatments should not focus on EDs as a feminist issue [62]. 
There was only one woman who expressed a preference for a specific feminist 
approach which may reflect as well the paucity of availability of feminist therapy 
and/or lack of its evidence base [63]. Further to the absence of feminism as an overt 
part of therapy, it was noteworthy that some women perceived being forced in to a 
submissive position during treatment as reinforcing perceptions that this is normal 
and appropriate for their gender.  
Furthermore, the unique needs and preferences for men in ED treatments 
were highlighted where men talked of their isolation in programs that were tailored 
to predominantly treat women, lacked of health information about EDs in men and 
frequently failed to focus on the unique issues of what it means for a man to be 
diagnosed with a problem that is predominantly associated with women. For 
example, in light of the conflicted assumptions embedded in a sense of masculine 
identity that contributes to gender role conflict and emasculation in men [22, 58] the 
ED experience may contribute to a flawed sense of identity that a man who 
experiences an ED is “less than a male" [44]. Studies reported [43, 64, 65] that men 
expressed a wish for their maleness to be recognised in treatment. Engagement is ED 
treatment was experienced as difficult for men because of the unique challenges 
faced by them, particularly around societal gender norms and masculinity that had 
been always associated with control and physical strength [54]. Thus there is the risk 
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of a dissonance in the therapeutic relationship where men are ambivalent about 
losing autonomy and the therapist’s view of them as a patient in need of treatment. 
It is therefore, important to train practitioners in the identification of EDs in men, 
including in interventions that give men therapeutic opportunities to examine and 
question gender norms rather than applying them to themselves intact (for example, 
through the practice of narrative therapy [66]. It is pertinent to know where and how 
men position themselves on masculine discourses related to strength, power and 
control because this has implications for whether and how they engage in ED 
treatment services. Providing men, a voice in therapy, and context to challenge some 
of the unhelpful masculine norms around strength control and power may assist men 
to engage more fully in treatment services for ED. 
A concerning finding is that few of the participants in the studies reported having had 
a positive experience in relation to the ways gender was addressed in ED treatments. 
This gap in treatment services is likely to be a significant barrier to care and has 
significant implications for clinical practice and future research.  
Implications for Clinical Practice and Future Research  
The present review raises a number of issues that are of clinical importance in the 
implementation of gender issues in treatment for people with EDs. A notable finding 
relates to the importance of increasing health literacy amongst health professionals, 
which resonates with other research that has identified the need to address the skills 
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of health professionals in ED assessment and treatment interventions [67, 68]. There 
also exists a need to address some of the assumptions, biases and negative 
stereotypes about people who identify as transgender. The significant absence of 
health professional literacy related to the unique issues faced by those who identify 
as transgender risked in heightening these peoples’ distress. There exists a clear need 
for health professionals to address their often unintentional biases and negative 
assumptions about people who identify as transgender; for example, through 
reflective practice in supervision [69].  
The interaction between gender and the social practice of competitiveness may have 
profound implications for how men engage or do not engage in ED treatments. This 
may become increasingly dangerous in contexts where health care resources are 
scarce and health professionals inadvertently do not understand the extent of men’s 
symptoms and distress. Courtenay [49] has argued that “social practices that 
undermine men's health are often signifiers of masculinity and instruments that men 
use in the negotiation of social power and status” (p.1385). A proportion of the men 
across these studies negotiated social power and status through more intensively 
engaging in ED practices to prove to those who treated them, that they had an ED 
and to qualify for treatment. Previous studies in gender and ED have argued [58, 70, 
71] that women have been the focus of information around EDs epidemiology, 
symptoms, assessment and treatment, leaving paucity of relevant knowledge for 
other populations (males and transgender) to inform and tailor treatment 
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interventions. One example is the use of physical diagnostics (e.g. body weight and 
Body Mass Index-BMI) for assessment and weight as the important criteria for ED 
diagnosis needs to be amended because of the risk this poses to the under-
identification and diagnosis of EDs in men who typically lie on the elevated side 
because of body musculature. 
Also, though the relationship between gender and ED is not a linear, casual 
relationship, the experience places an individual in certain sociocultural niche, where 
he/she may be more prone to specific risk factors such as media influences [72]. 
Therefore, recognition and tailored treatments of EDs that are transformed by 
gendered perspectives, including those of the non-dominant and vulnerable groups 
(men and transgender) need more detailed consideration.  
Limitations and Strengths 
A strength of this metasynthesis is rigorous qualitative search for papers and with 
coding by 3 authors separately before deriving themes from the relevant studies. As 
metasynthesis do not have access to the original data, sources of bias in the original 
primary studies (for example misinterpretation of participant’ voice) can introduce 
bias in the synthesis [73]. The reasonably smaller number of studies included in the 
review could be considered a limitation; however, this has allowed exploration of 
these papers in greater detail to enrich understanding. That there was only one study 
on ED experiences of transgender people highlights the extent of marginalisation of 
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this group. Additionally, all the studies included were in English, leading to a 
possibility of missing other relevant articles published in non-English language. 
Conclusion 
The metasynthesis highlights the inadequacies in ED treatments in addressing issues 
related to gender amongst diverse gender populations. There was consensus across 
these diverse studies that how identity is negotiated in the context of the lived 
experience of an ED is embodied and that gender plays a significant role in this 
embodiment. Therefore, the conscious or inadvertent ignoring or marginalising of 
questions and issues related to gender in ED treatments has and will continue to have 
inevitable implications for the processes and extent by which people engage in ED 
treatments. Greater consideration and inclusion of gendered perspectives in ED 
identification and treatment holds scope for more significant and meaningful positive 
outcomes for the experiencing person.   
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CHAPTER 7 
INSIGHTS INTO THE EXPERIENCES OF TREATMENT FOR 
ANEATING DISORDER IN MEN: A QUALITATIVE STUDYOF 
AUTOBIOGRAPHIES 
Journal Citation: Thapliyal, P., Mitchison, D., & Hay, P. (2017). Insights into the experiences 
of treatment for an eating disorder in men: A qualitative study of autobiographies. 
Behavioral Sciences, 7(2), 38. 
  
ABSTRACT 
Eating disorders are increasingly recognized as a problem for men but help-seeking 
is low and little is known about their treatment experiences. This paper sought to 
determine the treatment experiences of men who have suffered from an eating 
disorder using autobiographical data. Inclusion criteria were autobiographies of men 
who had experienced an eating disorder and sought any form of treatment for this, 
written in the English language, published between 1995 and 2015, and available for 
purchase in 2016. The search resulted in six books that were thematically analysed. 
Analysis of data resulted in two broad themes (1. Positive experiences; 2. Negative 
experiences) with sub-themes. With regards to the first theme, factors such as 
concern of staff members, therapist’s expertise (in treating eating disorders in men), 
and a collaborative treatment approach were considered favorable for treatment. In 
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contrast to the first theme, apathy of staff members, the author’s own negative 
preconceptions, treatment providers being perceived as prioritizing financial 
concerns, perceived as incompetent and judgmental behavior of therapist(s), and 
time limitations of sessions were considered unfavorable treatment experiences. In 
this study, the perceived success of treatment depended on therapist’s features and 
the form of treatment provided. Further research examining these is indicated. 
Keywords: eating disorder; men; treatment; experiences 
INTRODUCTION 
Eating disorders include anorexia nervosa (AN), bulimia nervosa (BN) and binge 
eating disorder(BED). AN is a condition in which an individual practices extreme food 
restriction to the point of self-starvation and excessive weight loss. By definition the 
person is underweight for their age and height. Two subtypes are defined: the 
restrictive/compulsive exercise and binge-eating/purging types [1]. BN is 
characterized as a condition in which an individual has episodes of overeating 
accompanied by a sense of loss of control (binge eating). These are followed by 
repeated compensatory behaviors that include self-induced vomiting, laxative 
misuse, excessive exercise, fasting, use of diuretics, and/or other medications to 
prevent weight gain [1]. BED is characterized as having recurrent and distressing 
binge eating episodes which may be characterized by eating more rapidly than 
normal, eating until uncomfortably full, eating large amounts even when not hungry, 
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eating alone because of embarrassment and/or feeling disgusted or guilty after 
eating [1]. 
Despite the popular view of these as conditions suffered by women, EDs are not rare 
among men. Raevuori et al. [2] recently conducted a review of EDs in men. The paper 
emphasized the revised Diagnostic and Statistical Manual of Mental Disorders (DSM-
5) published in 2013as an important landmark in recognizing BED alongside AN and 
BN [1], a disorder almost as prevalent in adult men as in women. Further, the 
elimination of amenorrhea as a criterion improves conceptual inclusiveness of men 
with a diagnosis of AN. The overall prevalence of EDs in male and female Swedish 
twins born between 1935 and 1958 was 1.20% in women and 0.29% in men [3] and 
the lifetime prevalence in Finnish twin men born between 1975 and 1979 was 0.24% 
[4]. Carlat et al. [5] also conducted a review of prevalence literature and concluded 
that men account for 10–15% of all bulimic patients, and that 0.2% of all adolescent 
and young adult men meet strict criteria for BN. Similar prevalence figures have been 
reported for male patients with AN [6,7]. Hudson et al. [8] conducted a large 
population-based household survey in the US in 2001–2003 and estimated the 
lifetime prevalence of DSM-IV AN, BN, and BED as 0.3%, 0.5% and 2.0%, respectively, 
among men. A similar pattern to that seen in women, with BED prevalence higher 
than BN which in turn is higher in prevalence than AN, has been reported in men [9]. 
Despite this, men are excluded from the majority of epidemiological and other 
research studies, reinforcing the perception of EDs as a problem predominantly 
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concerning women, and making it less likely for researchers to design future studies 
representative of men [10]. 
There may however be differences between men and women in regards to eating 
disorder epidemiology. For example, as reported by Mitchison et al. [11] the 
prevalence of extreme dietary restriction and purging behaviors are increasing at a 
faster rate in men (2008 vs. 1998 odds ratios = 4.9 and 6.2, respectively) compared 
to women (odds ratios = 1.7 and 0.9, respectively). While treatment approaches are 
based on interventions developed for women with EDs; there are no male-specific 
treatment guidelines [12]. Although treatment in predominantly “feminine 
“environments can be successful for men [13], issues of stigmatization and isolation 
have also been reported [14,15]. Men may have unique needs, including 
consideration of masculine identity, gender role conflict and emasculation [16,17]. 
Further, behavioral manifestations may differ (e.g., more emphasis on muscle-
building and exercise in general). 
Seeking help for an eating disorder is not common in general, however men with AN 
and BN have said that their willingness to seek professional help has been further 
thwarted by societal ideals that include notions of gender-specific illnesses [18]. A 
quantitative study by Ming et al. [19] evaluated service utilization in men with EDs in 
Singapore. The study reported that a significant proportion of men with an eating 
disorder had never been hospitalized (62.5%) or enrolled in specialized 
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inpatient/outpatient treatment programs (68.1%). The low rate of treatment-uptake 
was associated with unwillingness among the men in this study to seek help. 
In regard to men who do access treatment, a quantitative study [20] has reported on 
the experiences of 334 men in a residential center (23% binge/purge type, 24% BN, 
23% EDNOS including n = 6 with BED). Overall treatment was reported to be effective. 
The authors surmised that the men’s experiences of treatment did not appear to 
differ to that observed among women, but no specific similarities were reported. 
There were also distinctive aspects of the program perceived as particularly relevant 
to men. These included addressing excessive exercise, body image concerns with 
muscularity, sexual orientation, sexual identity and spirituality. This study also 
emphasized the importance “male only” group therapy to facilitate discussion of 
eating disorder symptoms that have been viewed as “female” problems. 
In a recent systematic review [21] of qualitative studies exploring the treatment 
experiences of men with EDs, only four papers were eligible for review. Of the four 
included studies [22–25] only two had a primary focus on men’s experiences of 
treatment [23,24]. Common themes that emerged across the studies were most 
often related to an understanding of the barriers to help-seeking with less about 
processes once treatment engagement had occurred. Key themes identified 
included:(1) delays in seeking treatment; (2) clinical features distinctive to men such 
as drive for muscularity;(3) feminine and other aspects of treatment services; and (4) 
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a lack of consensus in views about the relevance of gender in treatment. Similarly, in 
some of the studies the participating men described feeling disappointed with the 
competency of the help they received and also expressed a wish for their maleness 
to be recognized when in the treatment setting [26,27]. 
Similar to studies of females [28,29], two studies [26,27] reported that some males 
perceived their treatment experience as being unsupportive, with professionals 
lacking time and experience. Men also reported feeling a loss of power and control 
when in treatment. The males in this review drew attention to a lack of care 
providers’ appreciation of male issues. Male participants with AN or BN reported that 
female-oriented treatments for EDs were not entirely appropriate for them. 
General stigmatization of EDs also affects men’s treatment experiences. Robinson et 
al. [24] explored the experiences of men using eating disorder services and identified 
that the biggest challenge they had faced was admitting to themselves and others 
that they had an eating disorder and that it was a problem. This may be because of 
the stereotype that EDs only affects women. Similarly, a study by Griffiths et al. [30] 
supported this premise, as males with EDs reported that they were being more 
frequently stigmatized as “less of a man” than women experienced being stigmatized 
as “less of a woman”. 
Deficits in Previous Research 
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Whereas quantitative research aims to assess causal relationships between variables, 
qualitative research understands truth to be evolving, culturally constructed and 
derived from an interaction between experience and the human mind [31]. 
Qualitative methods are particularly suited to understanding a lived experience, as 
they target underlying processes and meaning that cannot be adequately conveyed 
in surveys or represented by numbers. 
Qualitative literature pertaining to men’s experiences of eating disorder treatment is 
scarce. Historically few men have been included as participants in such research 
designs. In a systematic review and meta-synthesis of qualitative studies [32] on 
patients’ understanding of eating disorder treatment and recovery, the participants 
were almost exclusively women. Likewise, Bezance and Holliday [33] identified 11 
qualitative studies of adolescents’ experiences that included only one paper with a 
single male participant. In the eating disorder field men are either not being 
represented at all, or at best, studies have included only very small numbers [34–37]. 
Other limitations of previous qualitative studies include a narrow focus on a specific 
EDs or subset of EDs, such as AN [38] or AN and BN only [39]. This is problematic as 
we know that men are more likely to experience disorders such as BED, and are over-
represented in the residual diagnostic category, Other/Unspecified Feeding or ED. To 
our knowledge there is no qualitative study to date that has focused primarily on 
treatment experiences of men with an eating disorder. 
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AIMS 
EDs in men is an under-researched area, particularly with regards to the exploration 
of male experiences in treatment. The aim of this present study was to explore the 
experiences of men who ever had any form of treatment for an eating disorder. Given 
the relatively unexplored nature of this topic, a qualitative approach was deemed 
most suitable. 
METHODS 
Study Sample: Men’s Eating Disorder Autobiographies 
The sample consisted of autobiographical accounts written by men who had 
experienced an eating disorder. Inclusion criteria were that the book should be an 
autobiography of a man, who had or has had a treatment experience with an eating 
disorder. Further, the books were to be written in the English language and published 
between the years 1995 and 2015. 
Autobiographical Literature Search 
Autobiography is referred to as a form of “personal document”. At the core of 
personal document research is the life story—an account of one person’s life in his 
or her own words. For example, oral interviews, testaments, literary biographies, and 
psychological case studies bring life stories into being that would not otherwise have 
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happened in everyday life [40]. On the other hand, personal documents include “any 
first-person narrative that describes an individual’s actions, experiences and beliefs” 
[41]. Autobiographies provide a complementary and rich source of qualitative data 
regarding authors’ attitudes, beliefs and views of the world. It reflects the author’s 
perspective, which is what most qualitative research is seeking, and it also provides 
a subjective account of the situation it records. In addition, autobiography as a source 
of unsolicited data in our view may reduce one element of investigator bias when 
compared to other commonly used forms of qualitative data, such as participant 
interviews, in which the investigator chooses the topic and questions to be posed. 
Aronson [42] analyzed around 270 book length stories, most written in the past 20 
years, and concluded that more men than women write about their illness. He 
concluded that men write out of a desire to help other patients, and to come to terms 
with their own illnesses, and also for doctors to have a better understanding of their 
experiences. Thus men may primarily write to express repressed emotions and create 
awareness about male mental illness, and less often are driven to write their 
autobiography out of monetary motivations. 
The search for published autobiographies was conducted using Amazon.com and the 
keywords were [“biography” AND “man” AND “Eating Disorders”]. The search 
resulted in twelve books. Further scrutiny of the texts led to the exclusion of six 
books: one was written by a mother, two were concerned with recovering from 
obesity rather than an eating disorder, one was about the presentation of illness 
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narratives, one did not mention treatment experience, and one was a collection of 
motivational stories on staying young. Additional searches of Booktopia and The 
Book Depository produced 4 and 31books respectively, of which none were 
autobiographies of men with an eating disorder. 
Procedure 
The qualitative method employed was thematic analysis, according to the five phases 
in the Framework method outlined by Ritchie and Spencer [43] and Pope, Zeibland 
and Mays [44]. This comprised the following stages: 
(1) Familiarization (reviewing a subsample of the raw data in detail). This involved 
the first (PT)and second (DM) authors reading the books two times completely to 
familiarize themselves with the content and to empathize with the authors. 
(2) Identifying a Thematic Framework. This involved ascertaining all key issues and 
themes in the books by drawing both from the research aims and from the data itself. 
PT and DM undertook this separately and then discussed the themes identified until 
a consensus was reached on an overarching framework. 
(3) Indexing. This phase was undertaken by PT and involved systematically applying 
the agreed upon thematic framework to the data by coding sections of text. Any 
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newly emerging themes were identified and discussed at regular meetings with the 
other authors, and if agreed, added to the framework. 
(4) Charting. This involved rearrangement of distilled summaries of the data 
according to the thematic framework. A thematic tree was formed to highlight the 
main themes that were identified by the first author (PT). 
(5) Mapping and Interpretation. This involved finding associations between themes 
and mapping the range and nature of phenomena to find explanations for the 
findings. This was carried out by PT and DM with regular review by PH. 
RESULTS 
Characteristics of Sample 
The autobiographies of six men that suffered EDs formed the data sample. The age 
of authors ranged from 25 to 50 years. A brief description of each book follows and 
is also presented in Table 1. 
(1) “Born Round” [45] presents a sufferer’s account of binge eating and bulimia 
nervosa. In this book Frank Bruin describes his helplessness as a man with an eating 
disorder. Although he realized that he had a problem, it took him years to get help, 
due to self-stigma and shame. Frank eventually sought help from a therapist, the 
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process of which he describes, and moves forward toward living a life free of binge 
eating. 
(2) “Hiding under the Table” [46] is authored by Dennis Henning who suffered from 
BED, BN and AN. This book is written from a recovered perspective and focuses on 
the barriers experienced in trying to access treatment. Dennis provides an account of 
his misery as a man who had eating disorder. He desperately tried seeking treatment 
but often found his gender denied him access. After recovering from his eating issues 
Dennis pursued his goal to create public awareness about EDs. He is also co-founder 
for the Lifestyle Institute for Eating Disorders. 
(3) “Weightless” [47] is an autobiography written by Gary A. Grahl that presents a 
sufferer’s perspective of BED. In this account Greg moves through the process of 
illness and recovery. Presently, he is involved in creating awareness through his blog 
JustStopEatingSoMuch.com, which focuses on weight loss and food addiction. 
(4) Michael Krasnow authored the autobiography “My Life as a Male Anorexic” [48] 
from a suffering perspective. He suffered from severe AN and wrote with the 
intention to help other young people, as well as to assist health professionals to 
better understand and provide help to sufferers. His account is almost exclusively 
focused on his experiences in treatment. Michael died three days after writing the 
final epilogue of this book. 
  
179 
 
(5) “My Thinning Years” [49] was written by Jon Derek Croteau. In this book he 
presents an account of how his denial of his own homosexuality led to the 
development of AN, BN, and other obsessional behavior. 
(6) Gary Grahl wrote “The Skinny Boy” [50] and now is a professional counsellor in 
Wisconsin and also a resource person for ANAD (National Association of Anorexia 
Nervosa and Associated Disorders) in Illinois. The narrative of Skinny Boy is about a 
young man suffering from AN. In his book Gary described in detail the daily struggles 
of living with AN and experiences of treatment that he had in the inpatient psychiatric 
unit of a hospital. 
Three of the autobiographies were about men with a history of AN, of which two (The 
Skinny Boy & My Life as a Male Anorexic) provided details of experiences within 
eating disorder specific inpatient treatment settings. The other autobiography (My 
Thinning Years) discussed experiences of outpatient Cognitive Behavioral Therapy. 
BED was reported in two of the books, where one author discussed outpatient 
therapy sessions (Weightless) and the other (The Good Eater) did not describe the 
type of treatment experienced, excepting that it included self-help strategies such as 
“changing mind set” and exercise. Only one (Hiding under the Table) author identified 
himself as suffering from BN and he describes his experiences seeking and receiving 
treatment from an inpatient rehabilitation enter for eating disorders. All of the 
autobiographies described eating problems that first emerged during childhood. Two 
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of the six authors identified themselves as homosexual. All autobiographies included 
rich detail about the authors’ experiences of suffering from an eating disorder, and 
all but one included details about the authors’ journey to recovery from their EDs. 
Treatment experiences were described in detail in 4 books, where text about 
treatment appeared on at least 15% of pages. This included two books (The Skinny 
Boy and My Life as a Male Anorexic), which were almost entirely about the treatment 
experienced by the authors. The remaining two books focused more about the 
reasons and situations that led to the eating disorder and discussion of treatment 
appeared on around 5% of all pages. 
             The analysis of data resulted in two broad themes. (1) Negative experiences 
of treatment and (2) Positive experiences of treatment, under which emerged several 
sub-themes. 
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Table 1. A brief summary of each of the autobiographies analysed in the study. 
Book Author Countr
y (Year) 
ED 
Diagnosi
s 
Self-
Perceived 
Status at 
Writing 
 
Sexual 
Orientation 
Occupation Age of 
ED 
Onset; 
Duratio
n 
 
Born 
Round 
[45] 
Frank 
Bruin 
US 
(2010) 
Binge 
Eating, 
Bulimia 
Nervosa 
Recovere
d 
Homosexual Restaurant 
critic† 
5 years; 
30 years 
 
Hiding 
Under the 
Table [46] 
Dennis 
Hennin
g 
US 
(2004) 
 
Binge 
Eating, 
Bulimia 
Nervosa, 
Anorexia 
Nervosa 
 
Recovere
d 
Heterosexua
l 
Salesperso
n 
9 years; 
30 years 
Weightles
s [47] 
Gregg 
McBrid
e 
US 
(2014) 
Binge 
Eating 
Disorder 
Recovere
d 
Heterosexua
l 
Writer & 
Producer† 
8 years; 
23 years 
 
My Life as 
a Male 
Anorexic 
[48] 
Michael 
Krasno
w 
US 
(1996) 
Anorexia 
Nervosa 
Not 
Recovere
d (Later 
deceased) 
 
Heterosexua
l 
Library 
staff 
15 
years; 
13 years 
 
My 
Thinning 
Years [49] 
Jon 
Derek 
Croteau 
US 
(2014) 
Anorexia 
Nervosa, 
Bulimia 
Nervosa 
 
Recovere
d 
Homosexual Consultant, 
Writer 
& Speaker 
† 
14years 
;18 
years 
 
Skinny 
Boy [50] 
Gary A 
Grahl 
US 
(2007) 
Anorexia 
Nervosa 
Recovere
d 
Heterosexua
l 
Professiona
l ED 
Counsellor 
† 
15 
years; 5 
years 
 
NB: ED = eating disorder. † Occupation following eating disorder recovery. 
Negative Experiences of Treatment 
The authors provided many reasons for a negative experience. These included the 
behavior of the treating staff, negative thoughts and preconceptions of the men 
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themselves, the time constraint of treatment sessions and also a lack of expertise of 
the health professionals. 
(1) Unhelpful Interactions with Health Professionals 
Judgmental. Firstly, the perceptions of authors about health professionals being 
invasive emerged as an important issue, though it was not the case every time. The 
authors identified that it was quite challenging for them to visit a health professional 
due to what was perceived as a stigmatized and judgmental stance against the 
patient. For example, one author mentioned that whenever he visited the doctor he 
felt as if he was being judged, which heightened his self-consciousness about his 
weight. 
“I had finally gotten around to selecting and paying a visit to a doctor. I’d neglected 
it before because I always avoided doctors, who’s poking and prodding and above all 
weighing of me amounted to a judgment I didn’t want rendered. Doctors made you 
stand naked or half naked in front of them.” [45] (p. 203) 
In the quote above, the author refers to feeling “naked” in front of the doctor, which 
may be interpreted both literally as well as metaphorically as being exposed. The 
“prodding” and “poking “referred to also suggests that rather than feeling accepted 
and understood by the health professional during such exposure, the author felt 
threatened and critically examined. The attitude of a therapist as being judgmental 
about the men’s past also emerged as a common issue. As described in the account 
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below, the author felt that his own healthy intentions toward therapy and recovery 
were being thwarted by the judgmental nature of the therapist: 
“I entered an eating disorder clinic. The therapist told me I had to really work on things 
and share in groups and to take my medications. I felt nervous but open. I rebelled 
against some groups and a yoga class, so the doctor came to visit me one day. He was 
very judgmental about my past and what I had done to survive.” [46] (p. 65) 
Unfriendly Attitude of the Therapist. A few authors described an “unfriendly” 
attitude of therapists toward them, which was thought to sometimes emanate from 
an antipathy against males. This type of attitude in a clinical setting plays a 
particularly important role because the treatment provided, as well as the patient’s 
response to treatment, are influenced by the preconceptions of the therapist, as well 
as those of the patient. 
“There are people and therapists who want to help others, but who cannot even help 
themselves. There was this therapist who had issues with men that are not resolved 
and she became a therapist to help women who suffered like her. It is sad because 
they still harbour anger toward men and while treating men they are not able to really 
separate their anger.” [46] (p. 83) 
Another example of unfriendly and stern behavior is exemplified in this quote by 
another author, below. This author felt that his attempts to build rapport with his 
therapist were unsuccessful, which negatively affected the therapeutic relationship. 
“I also didn’t like that he never laughed at my jokes and that he always had a stoic 
expression on his face whenever I explained some of the circumstances of my 
upbringing. Where was this guy’s compassion? Didn’t he know I was a victim and 
unable to help myself? That none of this was my fault?” [47] (p. 163) 
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(2) Thoughts and Behaviors Impeding Treatment 
Apart from the attitude and behavior of health professionals, the mind-set of the 
person in treatment is very crucial for a positive outcome. The analysis of data found 
that sometimes it was the preformed notions of patients that negatively affected 
treatment outcomes, such that they were slow to engage in therapy. 
Low expectations of therapists. Authors sometimes described unhelpful negative 
beliefs about therapy and therapists that influenced their attempts to seek and 
engage in treatment. The following excerpt from an autobiography indicates the self-
assertive thinking of an author along with denigration of the health professionals. 
“I went into rehab knowing—and I mean knowing—that I knew it all and that the 
professionals there did not know jack shit.” [46] (p. 177) 
Similarly, an unsparing disclosure by one of the authors demonstrated the extent of 
the negative perceptions of treatment providers that may occur. The author in the 
following excerpt claims that psychiatric help is of no use. 
“Psychiatrists and psychiatric hospitals are pointless, if not detrimental.” [48] (p. 52) 
Such beliefs are likely formed on the basis of prior experience, however clearly place 
individuals in a position “against” rather than “in alliance” with the treatment team 
even before treatment commences. 
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High expectations of therapists. In contrast to the low expectations of the 
competencies of health providers, sometimes it was the patients’ overly high 
expectations of health professionals, and the health professionals’ subsequent 
inability to fulfil such expectations, that led to negative treatment experiences. An 
author, who was severely ill with AN in particular used the term “miracle workers “for 
therapists/doctors and reported that while initially he thought highly of doctors, over 
time, as he did not recover, they were viewed less favourably. 
“To us doctors were miracle workers. We had the incorrect belief that when you go to 
a doctor with your problem, he can solve it with a snap of his fingers.” [48] (p. 11) 
This alternating idealizing and demeaning of health professionals may be 
symptomatic of an unhealthy attachment or interpersonal style, which serves to 
create strain and distance in the therapeutic relationship, and thus hinder recovery. 
Self-sabotaging. The authors of the autobiographies wrote that they felt that they 
were being judged within treatment centers, and were not well understood by 
others, including staff and other patients. This often resulted in unhelpful or self-
sabotaging behavior in an attempt to have their need for acceptance met. In one 
instance an author recalled how he intentionally lied to a therapist in order to gain 
acceptance from him: 
“Jeff asked me to tell the truth during our first meeting and I thought that even though 
I was in a rehab and they were there to help me, he would think that I was a freak, a 
loser, unworthy of love, a pathetic excuse for a human being. I thought I had to lie to 
him to be accepted, so I lied.” [46] (p. 167) 
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(3) Therapist Limitations 
In continuation to the first theme of author’s perception about the treatment 
providers’ behavior, their knowledge regarding EDs and their expertise in the field as 
perceived by the men in this study emerged as a significant issue. All the authors 
unanimously acknowledged the expertise of therapists as an important factor in 
determining their treatment outcomes. Lack of expertise in treating eating disorders. 
Perceived incompetency of therapists emerged as an important and critical issue in 
the study. After a person becomes sure that he is suffering from a health problem, 
the primary concern becomes the need for it to be resolved. In the case of an eating 
disorder this is not always simple, as exemplified in the following quote in which an 
author reported the inadequacy and unavailability of accurate treatment in men: 
“Some places tell me that they have a program for men, but the truth is they have no 
idea how to work with men, nor do they understand the differences between men and 
women who had eating disorders.” [46] (p. 80) 
The same author further added that the claims made by treatment centers that they 
were capable of treating eating disorders in men were false and there is a notable 
scarcity of centers that know how to treat a man with eating disorder. 
“Until this stay I had seen eight different professionals who tried to help me and at 
the same time only two knew how to work with someone who suffered from an eating 
disorder.” [46] (p. 67) 
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Contradictory to his expectations that treatment providers would understand eating 
disorder issues, one author reported feeling misunderstood by the staff. Perceptions 
that EDs occur in women only may explain such disregard of the male author’s 
symptoms. 
“The doctor and nurses made me feel as if I was crazy. None of them asked why I’d 
dropped so much weight.” [49] (p. 172) 
The experience of rehabilitation for men varied. One of the authors described his 
rehabilitation stay as a “real eye-opener” because of the conduct displayed by the 
staff members. 
“The one thing that was really an eye opener was to me in my last stay in rehab is 
that the people treating me were no healthier than I was.” [46] (p. 67) 
Ignorance of EDs in men. Furthermore, another author declared the therapist as 
ignorant and unaware of the occurrence of EDs in men. Interestingly, this author, 
who was severely underweight at the time, discussed how even though he was 
displaying excessive distress about fatness, the health professionals did not assess 
him for an eating disorder. To this author, such an experience spoke to the dismissal 
of the fact that EDs exist in men: 
“I was freaking out about how much fat was in the intravenous fluids they were giving 
me, but ironically, it never occurred to anyone to ask whether I had any kind of eating 
issues. It probably never occurred to them that a male could be anorexic. Even though 
I told the doctor I was running twelve miles or more a day on a bowl of cereal or a 
bagel and a handful of fat burners, he never asked about an eating disorder.” [49] (p. 
172) 
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Money-mindedness. Half of the men mentioned the money-mindedness of 
therapists. They quoted many instances where they felt their individual needs were 
neglected because the therapist prioritized monetary gains. This finding was similar, 
irrespective of the place of treatment (e.g., residential care, inpatient setting, or 
counselling session). The following excerpt clearly stated the frustration and misery 
of an author in this regard: 
“He was getting paid around sixty dollars per hour and we were staring at each other. 
That’s all. No talking. I frequently told my parents that I wanted to stop seeing Dr P. 
He did not help and was a complete waste of time. I could be wrong but I believe he 
was more interested in money than anything else (either that or he was totally 
incompetent).” [48] (p. 24) 
Ineffective Communication. Staff members have a critical role in the treatment 
setting of a clinic or hospital. According to the majority of authors the staff members 
were expected to be more authoritative, as opposed to authoritarian, in order to 
bring a subtle and long-lasting change in their behavior. For example, in the following 
quote the author wished to have a tangible plan for recovery. 
 “I needed something more concrete, something that was going to hold me 
accountable and responsible for my behaviors and actions.” [46] (p. 170) 
(4) Feeling Ostracized as a Manby staff members. The role of staff members in the 
treatment setting was duly acknowledged. Being man with an eating disorder is itself 
very challenging. A few men in treatment reported feeling unwanted in the treatment 
setting by the staff members due to their male gender. 
  
189 
 
“Some of the staff had a problem with a male in the group and they did not have a 
problem letting me know.” [46] (p. 67) 
By other patients. Some men in treatment described feeling misunderstood and 
targeted by the prejudiced behavior of female patients towards men. For example, 
one author stated that women in the group could not accommodate his presence 
and wanted him to leave because they had some personal issues with men in their 
lives: 
“The meetings I first went to were all women and young girls - maybe a man once in 
a while. In these meetings, I was looked at as an outsider. In one OA (Overeaters 
Anonymous) meeting, a woman went as far as to ask me to leave because they had 
issues with men in their lives and a man in group was hard for them to deal with.” 
[46] (p. 170) 
(5) Treatment Side Effects 
Two out of six authors wrote that antidepressants and electroconvulsive therapy 
were deleterious to their health. In particular, authors discussed unwanted side 
effects and/or ineffectiveness of medication: 
“Dr C prescribed antidepressant medication. Some were stopped because of side 
effects, such as drowsiness, light-headedness, fidgetiness (the most bothersome - like 
the jitters), and uncontrollable shaking. Others were stopped because they had no 
effect one way or the other.” [48] (p. 11) 
“Prozac hadn’t given me the speedy buzz it gave some people. It had given me the 
opposite: a gauzy lethargy.” [45] (p. 200) 
One author who described his treatment with electroconvulsive therapy, reported 
concern regarding memory loss that occurred following therapy: 
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“One of the possible side effects of ECT is memory loss and this was the most prevalent 
result of my treatment.” [48] (p. 11) 
Positive Experiences of Treatment 
The autobiographies focused very seldom on positive, as opposed to negative, 
treatment experiences. However, in contrast to negative experiences, which were at 
times a result of the author ‘s own thoughts and behaviors, it is interesting to note 
that the factors that were considered as positive in treatment were usually external, 
such as the behavior of staff members in hospital, therapists, or other patients in the 
treatment center. 
(1) Therapist Non-judgmental empathic behavior. Three of the six authors described 
non-judgmental behavior of therapists as an important positive experience in 
treatment. For example, one of the men feltencouraged to continue his therapy 
sessions because of the uncritical attitude of the therapist. In fact, he admitted that 
he actually liked being in her company. 
“She was the first therapist who took the time to help me and not judge me. I liked 
seeing her and listening to her.” [46] (p. 92) 
When the authors of the autobiographies perceived that the health professional was 
being empathic, this was important to them in regarding the treatment as positive. 
This is opposed to the negative treatment experience themes discussed above where 
the therapist was perceived as being judgmental or unfriendly. Thus, an 
  
191 
 
understanding nature, non-judgmental behavior, and a caring and gentle attitude 
were therapist qualities that were discussed by authors as contributing to the success 
of their treatment. The following quote reflects on how a therapist who had a gentle 
nature was appreciated. 
“He had a careful, gentle way of helping me, as if he were carefully removing a 
bandage that had covered a massive wound for years. He didn’t tear it off; he pulled 
back the adhesive slowly but steadily.” [49] (pp. 228–229) 
Expertise. The therapist had a very important role in defining the treatment 
outcome. Trust in the treatment aligned with the perceived expertise of the health 
professional, as exemplified in the following quote: 
 “Once I started to work with the idea that the therapists knew more than I did at the 
same time, and I began to trust their input in my life, I began to trust myself and how 
I really felt.” [46] (p. 86) 
Interestingly, this theme appears to be in contrast to the negative treatment 
experience theme where authors described how their preconceptions of the 
treatment providers’ incompetence at time sabotaged their ability to engage in 
therapy. Other authors acknowledged the expertise of therapists in helping them to 
address their symptoms. 
“I learned from Jeff R. and Jeff S. how to look at situations and handle them from a 
positive and realistic point of view, rather than turning to food, sex or the other 
dysfunctionalbehaviors I turned to as treatment for my emotional pain.” [46] (p. 167) 
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Effective communication style. The adage that “one rule applies to all” does not 
apply in the case of eating disordered patients. This is evident from the varied views 
presented by the authors regarding the style of communication they preferred from 
their treatment providers. Whereas some authors described a desire for a “tough” 
approach from their therapist, others clearly desired a gentler approach. This 
demonstrates the need for therapists to assess the communication and relationship 
needs of their clients in informing their own interaction style. Under the “non-
judgmental” theme above, an example is provided of an author who appreciated 
gentle and slow approach from his therapist: “carefully removing a bandage”. On the 
other hand, for several of the authors, an authoritative nature of the doctor was 
considered as a welcoming effort to men in treatment. Perhaps this approach 
instilled confidence in the men, or gave them the permission to relinquish control 
over their eating to an authoritative figure. The metaphor of the bandage is used 
again here. 
“I have to admit that it was some of the best (and toughest) therapy I’d ever received. 
I’m not knocking whatever kind of therapy may work for someone else. But for me, 
this quick, tough love, rip-off-the-bandage-fast approach was really powerful.” [47] 
(p. 168) 
“Dr X was making a major difference in my life. After he had earned my trust, he 
challenged me and never let me off easy. I liked that he pushed me.” [49] (p. 263) 
(2) Effect of Others: Hospital Staff members and Hospital patients. The role of staff 
members as being friendly and considerate had an important influence in forming 
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the treatment experience as positive. One of the men in this study stated that being 
able to accept help from staff proved beneficial to him. 
“I have learned to let people into my life and trust them to help me, rather than to try 
to do everything alone and fail.” [46] (p. 188) 
Other patients. In addition to this, the supportive nature of group members emerged 
as a positive aspect of treatment. 
“We listen. We share pain and heartache. We ask questions. We empathize without 
feeling sorry for each other. We find the support to heal and gather strength to go 
on.” [50] (p. 95) 
(3) Treatment forms 
There was lack of consensus in men with regards to the most effective form of 
treatment provided for an eating disorder. 
Group therapy vs. individual therapy. In a hospital, the usual form of treatment 
includes medicine, counselling sessions, group therapy and behavioral therapy. In 
most of the instances being a part of group therapy was considered as an effective 
measure by the authors while in treatment. This could be attributed to the fact that 
talking about their eating disorder openly in group with other members with similar 
issues provided a sense of normalization and empathy. The following extract clearly 
outlines the perceived benefits of group therapy: 
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“Sitting there in groups and slowly discussing my issues with a mind open for feedback 
made it easier to confront my fears, shame, guilt, anger, low, low, low self-esteem, 
self-hatred, and lack of self-respect. I no longer believed I had to hide and numb my 
pain.” [46] (p. 175) 
In contrast to this, other authors reported that they felt more supported in individual 
therapy. For example, in the following excerpt the author clearly stated that he felt 
safe and secure in therapy sessions where he does not have to acknowledge the 
presence of others as in group therapy: 
“I preferred the quiet safety and the anonymity of the one-on-one therapy.” [49] (p. 
213) 
This clearly indicates that understanding the individual needs of men is central to 
tailoring an effective treatment regime. 
Cognitive Behavioral Therapy. The effectiveness of treatment provided was 
frequently the primary concern of these men when discussing treatment 
experiences. In the majority of cases, cognitive behavioral therapy was followed and 
this approach was perceived as helpful. 
“After months of gaining my trust and respect through listening to my story, and 
understanding my past to help me move forward, she introduced me to cognitive 
behavioral therapy. This approach and other tools she gave me were meant to help 
me, notice the behaviors I was engaging in and stop them.” [49] (p. 214) 
(4) Hospital Environment The general atmosphere of the hospital environment was 
also mentioned as important. Although at times isolating, as reflected by one of the 
men, this characteristic of hospitalization was appreciated. This may in part be due 
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to a desire to maintain control of the eating disorder, which may be threatened by 
the interference of others, as expressed here: 
“This hospital thing will fit my lifestyle quite nicely since I’ve recently become allergic 
to people. Social interaction makes me break out in a terrible rash called guilt; I simply 
can’t seem to please enough people, no matter how hard I try.” [50] (p. 9) 
Maintaining a restrictive-type eating disorder requires significant self-control and 
determination, which is taxing for an individual. Quite a few men mentioned that 
being hospitalized provided temporary relief from this self-imposed control, which 
could be relinquished to staff. 
“My feelings about the hospital were similar to those I had when I was taken out of 
the school. Deep down I think that I wanted to be hospitalized. It was a relief. Again 
it was a control issue.” [48] (p. 14) 
DISCUSSION 
The present study examined the treatment experiences of men who had or have had 
an eating disorder and engaged in any form of treatment. The analysis found that the 
factors that most commonly contributed to a negative experience were judgmental 
behavior of professionals and their perceived lack of expertise. The findings regarding 
the judgmental behavior of health professionals are commensurate with those 
reported in previous studies by women [28, 29]. Additional themes also emerged 
however, such as the ulterior motives of therapists, like money-mindedness. Though 
financial cost of treatment had been discussed earlier [51–54], the putative 
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“mercenary” attitudes of therapists have not been cited previously.  Few of the men 
reported an antipathy of female practitioners towards them in treatment. This biased 
treatment was made sense of by the authors who assumed that some female 
practitioners had unresolved conflicts with men in their own lives and projected 
these towards the males they encountered in their treatment centers. All the 
negative experiences encountered by males thwarted their further engagement in 
therapy, as has been reported by women in other studies [55]. 
In contrast, an empathizing nature, non-judgmental behavior, good understanding 
and expertise with EDs in men, and a trustworthy relationship with the health 
professional formulated a positive experience of treatment. This finding is in 
consensus with studies in women [28]. Interestingly, the study found that sometimes 
men’s own thoughts and behaviors impacted on treatment experiences. For 
example, having very high expectations of the therapist as a “miracle worker” led to 
disappointment when treatment was not progressing. Also, one author reported 
intentionally misleading therapists at times, to the detriment of their own outcomes. 
This self-sabotaging behavior may have occurred due to a fear of criticism, or a fear 
of losing the perceived positive aspects of an eating disorder, indicative of a lack of 
readiness to change [55]. Also, it was interesting that sometimes different 
approaches were preferred, for example some preferred a female  
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therapist while others had no issues with the gender of the therapist. This highlights 
the importance of individualized or person-centered care [24] and increased 
availability of male providers. In treatment, the role of group members and staff was 
recognized as important by the men in the present study and consistent with men 
reporting feelings of isolation in prior studies [14]. The study identified that men in 
the present study felt misunderstood and unwanted by staff members [26, 27]. Some 
authors endorsed the desire for healthcare staff to be authoritative (expressing 
confidence in their expertise) but to also provide an equal distribution of power and 
to be empathic and friendly. 
Feminization of the disorder in society by referring it as women’s disease or a “gay 
problem” [18] and also the stigma attached to men with EDs discouraged the male 
authors in this study to seek help [24,30]. Also, the sexuality of the authors was not 
a major theme as only 2 of 6 were identified as homosexual. The study supports the 
limited literature that treatment approaches should consider men also and not only 
women [12]. However, it should be acknowledged that there are efforts being made 
to improve the situation and to provide educational material (e.g., videos) to 
clinicians. Examples include ways to ask questions to men about their eating patterns 
and exercise as described by Hildebrandt and Craigen [56]. 
In this study, there was a gender disparity in the number of treatment centers 
available to the men and there appeared to be a deficit in male-only treatment 
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facilities. The men in treatment had varied opinions about the form of therapy. 
However, the majority of them promoted group therapy because of the supportive 
environment experienced within the group, as stated by Weltzin et al., [20]. 
In contrast to group therapy, there were few that reported positive experiences 
within individual therapy. Regarding the environment of the hospital, there was no 
consensus, as some pointed to the “stillness “of hospital as scary, whereas others 
preferred the isolation of the unit as a way to escape societal pressures. For these 
latter authors, the ability to relinquish control to hospital staff members in regards 
to diet and exercise schedules was experienced as a temporary relief from the 
pressures of the eating disorder. 
Strengths and Limitations 
Strengths of the study include autobiographical accounts of the men with EDs about 
their treatment experiences and broad inclusion criteria of all forms of EDs. Further 
strengths include that a systematic search was employed to identify autobiographies; 
two investigators read the autobiographies and coded themes, increasing the validity 
of the emergent themes; and the coding of themes by the authors continued until 
saturation was achieved. However, this study also has some limitations including: the 
very small sample size that consisted of a highly specific group of men who (1) 
decided to write an autobiography about their experiences and (2) found a publisher 
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for it; selection of autobiographies to one language (English); and defined dates 
(years 1995–2015). 
It is possible that relevant autobiographies in other languages and/or from different 
(non-Western) cultures, or other time periods were missed. In addition, the study did 
not include men younger than 18 years of age, so it was not possible to discuss how 
this age group reflect on their treatment experiences. On the other hand, all authors 
included in this study wrote about their childhood and adolescent experiences of 
eating disorder symptoms. In addition, while two authors who identified as 
homosexual were included in this study, it is possible that the treatment experiences 
of men with varied sexual identities differ and it would be relevant to include more 
men with homosexual or transgender identities in future studies. Autobiographies 
are also limited in that there are unknown motivations for writing (including income 
from royalties) although research [42] suggests several altruistic motivations for men 
who write about an eating disorder such as AN. Thus, it would be also important to 
follow this research with larger samples and with face-to-face interviews that would 
support the validity of these preliminary findings. Finally, while all authors wrote 
about treatment experience in the US, people’s experiences may differ in other 
countries where health care services are government-funded, and where doctors are 
salaried (e.g., there may be less perceived “money mindedness” of the doctors). 
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CONCLUSIONS 
This is the first study that used autobiographical accounts of men with EDs to 
understand their treatment experiences. The study identified that the behaviors and 
attitudes of both treatment providers and male patients may influence the outcome 
of treatment defining it as a positive or negative experience. Furthermore, the study 
provides a platform for designing further research and consideration of treatment 
strategies with a primary focus on attending to patients’ perspectives. In particular, 
the findings highlight the importance of specialized expertise and a non-judgmental 
understanding in healthcare providers caring for men with EDs. Pre-treatment 
strategies aimed at educating patients as to expectations of treatment, and 
practitioner training interventions may be helpful to address barriers to positive 
treatment experiences.  
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CHAPTER 8 
DISCUSSION 
8.1 OVERVIEW 
This final chapter of the thesis discusses and summarises the overall findings of each 
study separately, in relation to one and other, and in the context of relevant past 
literature in the field of EDs. The limitations and strengths of the thesis are detailed, 
followed by implications of this research for clinical practice.  Future directions for 
research are discussed, and conclusions drawn from the findings of the research 
presented in the thesis. The objectives of this thesis were firstly to investigate the 
proportion of men both seeking and in treatment for an ED problem, and secondly 
to explore the treatment experiences of men with EDs. Previous studies exploring ED 
treatment have a) focussed primarily on women with little or no representation of 
men b) not compared antidepressant use among men and women c) predominantly 
used clinical samples, d) overlooked ED help-seeking behaviours by either males or 
females e) used only one data source (interview or survey). Not a single study was 
found to have investigated the treatment experiences of men using written 
accounts/autobiographies in the field of EDs.  
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The present thesis aimed to address these gaps by using community-based 
samples comprised of both men and women (Chapter4&Chapter 5) and comparing 
mental health treatment seeking with treatment seeking for an ED, including 
antidepressant use among the population (Chapter 4). Furthermore, the thesis 
investigated and compared gender differences in help-seeking for an ED 
quantitatively against other determinants such as symptom severity and self-
identification with an ED (Chapter 5). A metasynthesis (Chapter 6) was then 
undertaken to understand the role of gender in formulating treatment experiences 
in men, women and transgender people. As the number of studies included in the 
metasynthesis was insufficient, we conducted the fourth study (Chapter 7) that used 
autobiographies of men with EDs to unravel the treatment experiences of men with 
an ED. 
8.2 SUMMARY OF FINDINGS 
8.2.1 Comparison of mental health treatment status and use of antidepressants in 
men and women with ED. 
The first aim of this thesis was to compare the mental health status of men and 
women in an Australian community sample. In 2015, data from a population survey 
of adults over 15 years in South Australia was analysed. The main finding of the study, 
discussed in Chapter 4, was that there was a very low rate of treatment-seeking in 
general for people with an ED (17.3%) and that this was even lower for men (13.6%) 
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such that, when taking other factors into account, women with an ED were 
approximately twice as likely as men with an ED to be receiving mental health 
treatment. This finding is in line with previous research [1, 2, 3, 4].  Other key findings 
of the study were that people with an ED were more likely to be using an 
antidepressant than people without an ED, and men were less likely to be using an 
antidepressant than women. The results found that being female, older, having lower 
MHRQoL and lower overvaluation were associated with increased likelihood to be 
receiving treatment and currently taking antidepressants.  
An unanticipated finding in Chapter Four was that when controlling for other 
predictors of treatment-seeking, particularly age and MHRQoL, treatment status and 
antidepressant use were associated with lower levels of overvaluation of 
weight/shape (i.e., lower ED cognitive severity). This may reflect the fact that people 
with an ED who are in treatment are experiencing symptom improvement, whereas 
those with an ED in the community who are not receiving treatment are at risk of 
continued worsening of their ED symptoms. The study identified a gender gap both 
in receiving mental health treatment and antidepressant use among males and 
females in the general population.  This highlights the need for reconsideration of 
female-centric classification schemes and assessment measures that may impede the 
detection of EDs and treatment-seeking behaviours among males with mental health 
problems [9]. 
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8.2.2. Gender, self-identification and help-seeking for an eating disorder: Findings 
from a general population sample.  
Chapter Five of the thesis aimed to investigate the impact of gender on lifetime help-
seeking for an ED in men and women from a general population sample.  The study 
also examined the impact of gender on help-seeking for an ED while controlling for 
other putative determinants such as self-identification with an ED, age, education, 
BMI, overvaluation of shape and weight and functional impairment (days out of role). 
The findings suggested that males were less likely to seek treatment in general. 
However, in participants who had a full syndrome ED (i.e., high levels 
of overvaluation plus a regular ED behaviours), males were not significantly less likely 
than females to have ever sought help for an ED problem, and when controlling for 
self-identification and ED severity amongst other predictors, males and females in 
the larger sample showed similar levels of help-seeking for an ED. This implies that 
men with EDs who experienced similar levels of health related functional impact and 
recognition of EDs as a problem, were, as likely as women to seek treatment.  
Due to the inclusion of diverse samples and age groups and varied assessments of 
EDs, the findings of this study are in line with some previous studies [10, 11, 12] but 
contrast with others [8, 13, 14]. In regards to the particular vignettes, males were less 
likely to seek help within the groups presented with the AN and BED female vignettes 
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than with those presented in the male AAN vignette. This suggests gender had an 
influence in men’s response to the AAN vignette.  
The present study found higher BMI was a consistent predictor of help-seeking, 
highlighting the importance of considering this co-morbidity with obesity. 
Furthermore, the finding that people with greater overvaluation of weight/shape 
(i.e., greater putative ED severity) were more likely to be in treatment suggests 
people with increased ED symptom severity are more likely to seek help.  
Overall both these first two studies highlight the low levels of help-seeking for an ED 
in general and the lower numbers of men compared to women in treatment for a 
mental health problem. This is despite similar levels between of functional health 
impact and severity as indicated by levels of overvaluation. 
8.2.3. Role of gender in treatment experiences of eating disorders: a metasynthesis 
Chapter 6 of the thesis presented the metasynthesis of qualitative studies that 
included men, women and transgender participants. Findings suggested broad 
inadequacy of health literacy in clinicians in relation to gender issues for women, men 
and transgender people. Results indicated that ignoring gender in therapeutic 
interventions does have an impact, albeit divergent, on these different populations.  
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The issues of gender that were considered important by women were being 
consistently sidelined within the treatment contexts in favour of more dominant 
individualistic discourse [15]. For men, the issue of under diagnosis and lack of access 
to treatment interventions were of major concern. Other areas of concern included 
treatments that were not tailored to the unique issues faced by men who experience 
EDs. Findings suggested that men required more severe ED symptoms to qualify for 
diagnosis and referral to specialised ED treatments. However, this issue of symptom 
severity as a gateway to ED treatment services is not unique to men and has been 
reported in a study with female participants [16].  The metasynthesis echoed the 
prevalent notion that EDs are a "female illness" [17, 18, 19] and questioned the use 
of physical diagnostics, including BMI and body weight criteria, which may be less 
applicable to men with regards to ED diagnosis and assessment of ED severity. 
Consistent with other studies [20, 21, 22], the men in the present study expressed a 
wish for their maleness to be recognised in the development of treatment 
interventions that take into consideration their unique needs and preferences.  
In the only study that has explored ED experiences of transgender people, the lack of 
health literacy and tailored interventions that acknowledged their gender identity 
and its relationship to their ED experience was a substantive finding. Transgender 
participants reported facing presumptions and bewilderment from clinicians when 
they disclosed their gender identity. Findings suggest that they were not 
acknowledged as transgender people with their own unique circumstances. The need 
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for mental health professionals to have competency in treating individuals identifying 
as transgender was of major concern and resonated with previous studies [23, 24].   
Overall, there was a paucity of findings reported across these studies on positive 
experiences of how gender was addressed in ED treatments.  This gap in treatment 
services is clearly a significant barrier to client care in ED treatment.  Client 
preferences and values are one arm of evidence-based practice [25] anda practice 
recommendation of the U.S. Task Force on Evidence-Based Therapy Relationships is 
for practitioners “to adapt or tailor psychotherapy to those specific patient 
characteristics” [26] including their needs and preferences. Gender is not neutral and 
this metasynthesis highlights that ED treatments need to prioritise and have scope to 
be tailored to address issues related to gender as relevant to the unique experience 
and context of the experiencing person. 
8.2.4. Treatment experiences of men using autobiographies 
Given that most studies have used interviews or surveys to collect data, using 
autobiographies was a novel approach.  Although, it is argued that there is a risk of 
author bias, self-censorship or writing for other incentives such as monetary gains or 
notoriety [27] such written accounts are often presented to patients in treatment 
and might be helpful in recovery [28].  The major findings of this study highlighted 
the judgemental behaviour and perceived lack of expertise among health 
professionals, which supported previous research with female participants [29, 30]. 
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In order to have a positive experience of treatment, males reported that an 
empathising nature, non-judgmental behaviour, good understanding, expertise 
regarding EDs in men, and a trustworthy relationship with the health professional are 
necessary, views that are shared by females [29].  Although unanticipated, it was 
found that sometimes men’s own thoughts and behaviours could negatively impact 
on treatment experiences, for example, by having very high expectations of the 
therapist or misleading the therapist. This kind of self-sabotaging behaviour may be 
duet fear of criticism or a fear of losing the perceived positive aspects of an eating 
disorder and suggest a lack of readiness to change [31].  
 A unique finding of this study that had not previously been cited related to 
the perceived financial motivation of the therapist. The study also highlighted the 
importance of individualised or person-centred care [17] and increased availability of 
male providers.  However, there was lack of consensus around gender of the 
treatment provider. Negative treatment experiences do affect future engagement in 
treatment by men, as has been found in studies with women [31] and transgender 
participants [32]. A positive therapeutic relationship has been shown to be an 
important predictor of patient satisfaction [33, 34] and could be a relevant factor in 
increasing adherence to treatment [35]. In line with the findings of Fox and Diab in a 
female sample [36], the male participants often, but not always, experienced staff as 
being at a loss, not knowing what to do and seeming to have given up.  There is some 
ambiguity in regards to what approach should be followed by therapists as some 
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participants have endorsed the idea that healthcare staff should be authoritative 
(expressing confidence in their expertise), yet simultaneously provide an equal 
distribution of power, and be empathic and friendly. This may highlight the fact that 
individuals differ in their preferences in therapist characteristics. However, the 
majority of studies have promoted group therapy because of the scope for the 
development of a supportive environment as experienced within the group [37]. 
Both the fact that EDs are feminised in society by being referred to as women’s 
disease or a “gay problem” [38] and the stigma attached to men with EDs 
discouraged the male authors in this study to seek help [1, 17]. The perception that 
EDs are very rare in boys and men may contribute to males with EDs being unsure 
about seeking treatment and/or lead to EDs being unrecognised by 
parents/caregivers and/or health professionals (e.g., health professionals not 
querying men and boys about symptoms that existing assessments do not capture 
well, like muscularity and leanness concerns) [39, 40, 41]. There is an apparent need 
for client-centred care that allows a voice to their opinions and provides choices in 
regards to treatment.
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8.2.5 Integration of findings 
This thesis is presented in two main parts i.e., quantitative studies and qualitative 
studies. The quantitative part of the thesis established that very few men were in 
treatment for a mental health problem or using an antidepressant. In multivariate 
statistics along with age, mental health impairment, and overvaluation of 
weight/shape and gender were found to be the strongest predictors of receiving 
treatment and taking anti-depressants. However, whilst fewer men than women with 
EDs were seeking treatment, this did not reach significance. When controlling for self-
identification and ED severity amongst other predictors, males and females were 
found to have similarly low levels of help-seeking for an ED and similar levels of 
functional health impacts. This may be more reflective of the low rates of ED-specific 
treatment seeking in general, than indicative of a lack of gender difference. 
In the second part of the thesis, qualitative methods were employed to explore 
reasons why despite similar severity of illness and reported seeking of treatment, 
fewer men were in treatment. The findings of the metasynthesis of eight published 
papers identified marginalisation of gender issues in treatment for men, women and 
transgender participants. These issues were argued to be significant and their 
marginalisation as negatively impacting on their meaningful engagement with 
treatment. As this study was solely focussed on the role of gender in ED treatment to 
better understand the help seeking and treatment experiences of men, an in depth 
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autobiographical study was conducted to assist in garnering an in-depth 
understanding of the specific issues for men. This found poor understanding of 
gender issues in ED generally and misperceptions of EDs in men which may 
particularly impact on their engagement in treatment despite similar levels of help-
seeking to women with EDs. 
8.3 Strengths and Limitations  
8.3.1 Strengths 
The major strength of this thesis was the use of a mixed methods design (qualitative 
and quantitative) to analyse data. Mixed method research has the potential to 
address real world issues and provide the “optimal combination required for the 
powerful development of evidence and an explanation that will gain a consensus 
around the interpretation of data” [42]. Qualitative approaches provide insights 
about possible challenges and circumstances under which a finding is most likely to 
be successful, adding depth and breadth that is not available through quantitative 
methods alone [43]. In this thesis, the quantitative outcomes were extended and 
explored more deeply with qualitative data representing participants’ perspectives 
[44]. Other strengths of the thesis include the use of large samples that were 
representative individuals aged 15 years and older, meaning that our findings are 
more likely to generalise to other population groups and those in other parts of 
Australia. The use of the validated and widely used EDE-Q tool in surveys ensures that 
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our work can be compared to other research in the field of EDs. Also, the 
autobiographical accounts of the men with EDs about their treatment experiences 
employed broad inclusion criteria of all forms of EDs. The rigorous and 
comprehensive (four data bases) search for papers in the metasynthesis adds to the 
strength of the thesis.  
8.3.2Limitations 
As this is a mixed method study, insufficient integration of qualitative and 
quantitative data could be considered a limitation. In the population surveys the 
employment of a respondent-based interview may have contributed to over-
reporting of frequency of binge eating and the new DSM, ED ARFID was only included 
in the 2015 survey. Additionally, as there are no validated interviews to determine 
ARFID, the sensitivity and specificity of the questions we used is unknown. Further, 
sample numbers were too low to investigate differences in treatment-seeking within 
diagnostic groups and the 2005survey did not ask theDSM-5 diagnostic specifiers for 
BED. In particular, the relatively low numbers of men with EDs may have increased 
the risk of Type II error in analyses of differences between the two genders. In regards 
to the changing demographics, there may have been changes in help-seeking over 
time it is possible that there was information bias between the two-time points. Also, 
in 2005 ED treatment seeking was asked only over the lifetime and thus not specified 
for the current or any past ED episodes. Furthermore, the study was designed to 
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explore health literacy around three vignettes. Given the numerous ways EDs can 
present, self-identification with one vignette story is a limiting factor and there was 
only one question exploring help-seeking broadly for an ED. Finally, the very small 
sample size of men who decided to write an autobiography about their experiences, 
found a publisher and published within our defined dates (years 1995–2015) was 
another limitation. In addition, the study did not include men younger than 18 years 
of age, so it was not possible to discuss how this age group might reflect on their 
treatment experiences.  Another potential limitation is that all the studies and books 
included were in English and were published within a set timeframe, leading to the 
possibility of missing other relevant articles published in a non-English language or 
other time periods. 
Finally, the reasonably small number of studies that have been conducted on the 
question of gender, particularly from a transgender perspective, and how this is 
experienced and addressed in the context of EDs and their treatment was a limitation 
on the scope of data that could be drawn upon in the metasynthesis.   
8.4 Directions for Future Research 
The study raises many areas that could be considered by future research in order to 
increase understanding and knowledge regarding how ED treatment experiences, 
particularly in relation to gender differences, could be improved. Firstly, research 
with larger samples and with face-to-face interviews could support the validity of 
  
223 
 
these preliminary findings. The analysed qualitative data of interviews should then 
be followed by a quantitative study involving a representative sample to test the 
themes.  
Additionally, the number of individuals who do not receive treatment indicates a 
need to better understand the factors, particularly the role of BMI, involved in the 
help-seeking decisions of those experiencing and at risk for an ED. It is concerning 
that people with more severe ED cognitions were less likely to be receiving 
treatment for a mental health problem. Trials of interventions designed to improve 
access and referral to treatment will be welcome. There is a need for further studies 
to examine the consideration of gender issues in specific evidence-based ED 
treatments and explore how to reduce perceived and real barriers to the care of 
people with EDs.  
In the future such studies could develop guidelines on how to reduce barriers and 
improve treatment engagement and refine services to make it more gender- 
informed and in particular male receptive.   For example, establishing treatment 
centres that provide for choices in regard to gender of therapists, use of feminist 
orientated  therapy, and male and female-only groups.
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8.5 Clinical and Public Health Implications  
8.5.1 Pre Treatment 
The findings of this thesis provide a platform for designing further research with a 
primary focus on attending to patients’ perspectives of treatment strategies. Pre-
treatment strategies aimed at educating patients about what is involved in 
treatments, as well as training interventions for practitioners, may be helpful to 
address barriers to treatment seeking and positive treatment experiences. It is 
recognised that efforts are already being made to improve the current situation and 
provide educational material (e.g., videos) to clinicians. 
8.5.2 During treatment 
The present thesis raises a number of issues that are of clinical importance in the 
implementation of gender issues in the treatment of people with EDs. A notable 
finding relates to the importance of increasing health literacy amongst health 
professionals, which supports other research that has identified the need to address 
the skills of health professionals in ED assessment and treatment interventions [45, 
46]. There exists a clear need for health professionals to address their often-
unintentional biases and negative assumptions about people who identify as 
transgender; for example, through reflective practice in supervision [47].  
The interaction between gender and the social practice of competitiveness may have 
profound implications for how men engage or do not engage in ED treatments. This 
may become increasingly dangerous in contexts where health care resources are 
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scarce and health professionals inadvertently do not understand the extent of men’s 
symptoms and distress. It is thus crucial to provide equivalent attention to males in 
both research and clinical settings. 
Our findings highlight the importance of developing gender-specific short screening 
instruments and treatment strategies to address the co-occurrence of EDs and other 
psychiatric disorders in both men and women, focusing on the help-seeking 
behaviours of people living with and seeking help for a larger body size and other 
disorders shown to be highly associated with EDs [46]. The use of physical diagnostics 
(e.g., body weight and Body Mass Index-BMI) for assessment and ED diagnosis needs 
to be amended. Such an approach poses a real risk of under-identification and 
diagnosis of EDs in men, who typically have a higher BMI compared to women due to 
body musculature. Therefore, clinicians should be alert to people having co-morbid 
problems with an ED and unmet treatment for the same. Clinicians and researchers 
should not make assumptions about gender and sexuality and should be cognizant 
that EDs may arise in the context of gender non-conformity [48, 49] or asexuality [50]. 
Future directions could also include designing treatment interventions and treatment 
facilities that are tailored to the needs and preferences of men and transgender 
people [47]. 
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8.5.3 Practitioner education and training 
Practitioners can help by challenging patients in a non-confrontational manner, 
treating them as individuals rather than as their disorder, and considering their 
psychosocial and physical functioning [51]. It was also found that authoritarian 
approaches might compound patients' feelings of ineffectiveness, worthlessness and 
isolation as has been reported elsewhere [52]. Treatment should work on achieving 
a balance between practical and empathetic approaches that involve ED patients in 
treatment decisions and give authoritative guidance [53]. GP and specialist services 
need to be aware of the potential barriers to help seeking for EDs as early specialist 
help is recommended for effective treatment [54]. Specifically, for men, mental 
health professionals should consider a gender-based approach for better 
collaboration [19]. Also, having a clear understanding of their difficulties, offering 
support and allowing participants to open up about their emotions were identified 
as key ways in which practitioners could provide better quality help [37].   
8.6 Conclusion 
This research has contributed to the existing literature about men with EDs. 
Specifically, we found that males in Australia with an ED were not less likely than 
females to have ever sought help for an ED. However, men, as in other parts of the 
world, were unlikely to be receiving treatment for a mental health problem or to be 
taking an antidepressant and were less likely to be receiving treatment than women. 
The findings highlighted the inadequacies of ED treatments to address issues related 
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to gender amongst diverse gender populations. Greater consideration and inclusion 
of gendered perspectives in ED identification and treatment promises to deliver more 
significant and meaningful positive outcomes. As discussed above, the findings of this 
research highlight areas for future research and clinical practice. Whilst overall this 
thesis focused on the negative experiences of men with EDs and the lower numbers 
of men seeking treatment, it presents an opportunity for positive changes to be 
implemented within the present health care system.  
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APPENDIX-A 
DSM 5 Criteria APA 2013. 
Diagnostic criteria for Bulimia nervosa 
A. Recurrent episodes of binge eating. An episode of binge eating is characterised by both of 
the following: 
1.Eating in discrete period of time (e.g. within 2hr) an amount of food that is definitely larger 
than what most people would eat in a similar period of time under similar circumstances. 
2. A sense of control over eating during the episode (e.g. a feeling that one cannot stop or 
control what or how much one is eating). 
 
B. Recurrent inappropriate compensatory behaviour in order to prevent weight gain such as self-
induced vomiting, misuse of laxatives, diuretics, other medications, fasting, or excessive exercising. 
C. The binge eating and inappropriate compensatory behaviour both occur on average at least once 
a week for 3 months. 
D. Self-evaluation is unduly influenced by weight and body shape. 
The disturbance does not occur exclusively during episodes of anorexia nervosa. 
Diagnostic criteria for Anorexia Nervosa 
A. Restriction of energy intake relative to requirement, leading to a significantly low body weight in 
the context of age, sex developmental trajectory and physical health. Significantly low weight is 
defined as the weight that is less than minimally normal or for children and adolescent less than that 
minimally expected. 
B. Intense fear of gaining weight or of becoming fat or persistent behaviour that interferes with weight 
gain, even though at a significantly low weight. 
Disturbance in the way in which one’s body weight or shape is experienced, undue influence of body 
weight or shape on self-evaluation or persistent lack of recognition of the seriousness of the current 
low body weight.  
Diagnostic Criteria for Binge Eating Disorder:  
A. Recurrent episodes of binge eating. An episode of binge eating is characterised by both of the 
following: 
1. Eating in discrete period of time (e.g. within any 2 hr period) an amount of food that is definitely 
larger than what most people would eat in a similar period of time under similar circumstances. 
2.A sense of lack of control over eating during the episode (e.g. a feeling that one cannot stop or 
control what or how much one is eating). 
 
B. The binge eating episodes are associated with three (or more of the following): 
1. Eating much more rapidly than normal. 
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2.Eating until feeling uncomfortably full. 
3.Eating large amounts of food when not feeling physically hungry. 
4.Eating alone because of feeling embarrassed by how much one is eating. 
5.Feeling disgusted with oneself, depressed or very guilty afterwards. 
 
C.Marked distress regarding binge eating is present. 
D.The binge occurs on average, at least once a week for three months. 
E.The binge eating is not associated with the recurrent use of inappropriate compensatory behaviour 
as in bulimia nervosa and does not occur exclusively during the course of bulimia nervosa or anorexia 
nervosa. 
Diagnostic Criteria for ARFID:  
A. An eating or feeding disturbance (e.g. an apparent lack of interest in eating or food; avoidance 
based on the sensory characteristics of food; concern about aversive consequences of eating as 
manifested by persistent failure to meet appropriate nutritional and/or energy needs associated with 
one (or more) of the following: 
1. Significant weight loss (or failure to achieve expected weight gain or faltering growth in children) 
2. Significant nutritional deficiency. 
3. Dependence on enteral feeding or oral nutritional supplement. 
4. Marked interference with psychosocial functioning. 
 
B. The disturbance is not better explained by lack of available food or by an associated culturally 
sanctioned practice. 
C. The eating disturbance does not occur exclusively during the course of anorexia nervosa or 
bulimia nervosa, and there is no evidence of a disturbance in which way one’s body weight or 
shape is experienced. 
D. The eating disturbance is not attributable to a concurrent medical condition or not better 
explained by another mental disorder. When the eating disturbance occurs in the context of 
another condition or disorder, the severity of the eating disturbance exceeds that routinely 
associated with the condition or disorder and warrants additional clinical attention.  
 
 
Diagnostic Criteria for Other Specified Feeding or Eating Disorder 
 
A. An eating or feeding category in which symptoms characteristics of a feeding and eating 
disorder that cause clinically significant distress or impairment in social, occupational, or 
other important areas of functioningpredominately but do not meet the full criteria for 
any of the disorders in the feeding and eating disorder diagnostic class. For example, 
Atypical Anorexia Nervosa, Bulimia Nervosa (of low frequency and / or limited duration), 
Binge Eating Disorder (of low frequency and / or limited duration), Purging Disorder and 
Night eating Syndrome.  In this category the clinician chooses to communicate the specific 
reasons that the presentation does not meet the criteria for any specific feeding or eating 
disorder.  
 
Diagnostic Criteria for Unspecified Feeding or Eating Disorder 
A. An eating or feeding category in which symptoms characteristics of a feeding and eating 
disorder that cause clinically significant distress or impairment in social, occupational, or 
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other important areas of functioning predominately but do not meet the full criteria for 
any of the disorders in the feeding and eating disorder diagnostic class. For example, in 
emergency room settings. In this category the clinician chooses not to specify reasons 
that the presentation does not meet the criteria for any specific feeding or eating 
disorder.  
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APPENDIX B 
PUBLISHED SYSTEMATIC REVIEW 
 
TREATMENT EXPERIENCES OF MALES WITH AN EATING DISORDER: A SYSTEMATIC REVIEW OF 
QUALITATIVE STUDIES 
Journal Citation: Thapliyal, P., & Hay, P. J. (2014). Treatment experiences of males with an eating 
disorder: a systematic review of qualitative studies. Translational Developmental Psychiatry, 2(1), 
25552. 
1.6 Abstract 
Research has commonly examined eating disorders (EDs) predominantly in female groups. However, 
males are a large minority of people with EDs. In view of this, the present paper aimed to investigate 
and review the experience of treatment and recovery for males with an ED. We carried out a 
systematic search for qualitative articles focusing on the experiences of treatment and found only four 
papers which met inclusion criteria. Key themes identified across studies were 1) delays in seeking 
treatment, 2) clinical features distinctive to males such as drive for muscularity, 3) feminine and other 
aspects of treatment services, and 4) lack of consensus in views about relevance of sex in treatment. 
More studies are needed to explore male pathways through treatment and both impediments, but 
also facilitators, of successful engagement in and response to treatment.  
Introduction 
Males represent a substantive minority of people with an eating disorder (ED) particularly with binge 
eating disorder (1, 2), and ED behaviors such as purging and severe dieting may be increasing at a 
faster rate in males than in females (3). However, the perception of EDs as a predominately female 
problem likely contributes to the relative neglect of males in research studies and also deficits in 
understanding these disorders in males (4), including less community sympathy in young men and 
women (5).  
Research is limited and sometimes conflicting regarding similarities and differences in aetiology and 
clinical presentation of EDs in males compared to females. There is sparse evidence regarding genetic 
predisposition. Strober et al. (6) have reported a similar familial aggregation in males, compared to 
females with anorexia nervosa, which does not support a differing genetic risk, at least for males with 
anorexia nervosa. Homosexuality may be a risk factor for disordered eating in men (7, 8), but findings 
are complex and not consistent (9). Meyer et al. (10) have suggested that femininity traits act as 
specific risk factors for EDs in homosexual men and women, whereas masculinity in homosexual 
subjects of both sexes acts as a protective factor. A meta-analysis (11) of studies in males found 
masculinity to be negatively associated with eating pathologyand body dissatisfaction and femininity 
to be negatively related to muscle dissatisfaction in heterosexual but not in homosexual men.  
With regards to clinical features, Nunez-Navarro et al. (12) found a different pattern of ED behaviors 
(a higher frequency of vomiting episodes but less laxative abuse), less thinness preoccupation, and 
lower levels of general psychopathology as well as harm avoidance, reward dependence, and 
cooperativeness in 60 male and 60 female ED patients and compared to healthy controls. A review of 
more recent publications (13) also supports males having lower levels of clinical symptoms, in addition 
to consistently higher body weight and overweight prior to and during the ED, but males did not differ 
from females in frequency of ED behaviors.  
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A recent study of 334 males' experiences of treatment of their ED in a residential center found that 
whilst there were many similarities with treatment for females, there were distinctive aspects of the 
program that were important for males. These included addressing excessive exercise, body image 
concerns with muscularity, sexuality, and sexual identity. Weltzin et al. also emphasized the 
importance of 'male-only' group therapy and approaches in the program in allowing the expression of 
appropriate emotions that may thereby be 'identified as strength rather than weakness' (14).  
In contrast to these quantitative studies, Bezance and Holliday (15) identified 11 qualitative studies of 
adolescents' experiences that included only one paper with a male participant (16). In this paper, the 
young man reported feeling unsupported as a male by some of the young women with anorexia 
nervosa on the unit he had been referred to. He attributed this to his desire to be more muscular, 
whereas they wanted to be thinner. Lamb et al. (17) also carried out a systematic search for qualitative 
articles focusing on the experiences of eight exemplar groups with exceptional problems in access to 
care, including adolescents with EDs. As in Bezance and Holliday, they identified no papers with a 
representative sample of males, and only the same solitary paper with one male participant (16). We 
have identified a qualitative study (18) where 2 of the 17 participants recovered from bulimia nervosa 
were male, one of whom described that through becoming involved in self-help groups he was able 
to give up living according to expectations of perfection and needing to compare himself to other 
people.  
Like other areas of ED research, qualitative studies of treatment experiences have thus focused largely 
on females, and to our knowledge, no systematic review of such studies in males with EDs has been 
published. Therefore, our aims were to conduct such a systematic review with critical appraisal of 
studies, and if possible, a synthesis of themes from included papers. The review focused on treatment 
experiences in papers published since 1980. This was in order to reflect contemporary treatment 
experience as during this time there have been significant developments particularly in treatment of 
bulimia nervosa and binge ED (19).  
Methods 
A systematic search of the literature was conducted using the following databases: Scopus (PubMed) 
and Google Scholar (for grey literature). The keywords in SCOPUS search were: (men or males) and 
(EDs or anorexia or bulimia) and (qualitative research) and (treatment experience) and PUBYEAR 
>1979, and in Google Scholar were: (men or males) and (EDs or anorexia or bulimia) and (qualitative 
research) and (treatment experience) since 2010.  
Studies identified were then individually evaluated and selected if they met the following inclusion 
criteria: peer reviewed article; published post-1980; participants had an ED according to current 
diagnostic schemes (DSM or ICD (20, 21)); and the study addressed recovery or treatment 
experiences, included a majority of males and distinguished male-only data, and used a qualitative 
study methodology. Studies were excluded if they were not published in English and were not a study 
of treatment experience.  
Included studies were assessed for quality by both authors based on the RATS (22) and Critical 
Appraisal Skills Programme (CASP) criteria (23) namely: 1) relevance, where the research question was 
explicit and linked to the existing knowledge base, 2) methods were described and justified, 3) there 
was transparency in regards to selection, recruitment, data collection, role of 
researchers/investigators, and ethics, and 4) there was rigor of analysis and reporting.  
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In synthesizing the evidence from relevant included papers we followed the method described in Shaw 
(24), that is, both authors read and reread the papers separately, together constructed a table of 
themes as reported in the primary paper (first-order constructs), together translated studies by 
compiling second order constructs and a comparison of concepts from studies into one another, and 
then presented findings as a series of themes supported by quotes from the original papers.  
Results 
The search resulted in 201 papers of which 43 were potentially eligible and were read in full. Four (25-
28) were determined to be eligible (Fig. 1). Studies (4, 14, 17, 18, 29-61) were excluded because they 
were all or predominantly female participants (n =20); participants did not have a diagnosis of ED 
and/or it was not a study of treatment experience (n =11); and the study did not use qualitative 
methods (n =8). Details of potentially eligible excluded studies are found in Table 1.  
Table 1. Excluded studies identified in the literature search 
Author (date) Reason for exclusions 
Aardoom et al. (2013) All female participants 
Adams et al. (2005) Not a study on ED treatment experience 
Algars et al. (2012) Not a study on ED treatment experience 
Bezance and Holliday (2013) Predominantly female participants 
Bjork et al. (2012) Not a study of ED treatment experience 
Clement et al. (2014) Not a study on ED treatment experience 
Cossrow et al. (2001) Not a study of ED treatment experience 
Couchman et al. (2014) Not a study of ED treatment experience 
Dinos et al. (2004) Predominantly female participants 
Graham and Walton (2011) Not a qualitative study 
Green (2013) Not a qualitative study 
Hargreaves and Tiggemann (2006) Not a study on ED treatment experience 
Hay and Cho (2013) Predominantly female participants 
Higginson and Mansell (2008) All female participants 
Juarascio et al. (2013) All female participants 
Karlsson and Nevonen (2012) All female participants 
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Lamb et al. (2012) Not a study of ED treatment experience 
Lawrence (2011) Not a study on ED treatment experience 
Linville and Brown (2012) All female participants 
Long et al. (2011) All female participants 
Malson et al. (2004) Predominantly female participants 
Malson et al. (2011) Predominantly female participants 
Morgan and Arcelus (2009) Not a study on ED treatment experience 
Nakamura (2012) Predominantly female participants 
Pettersen et al. (2011) All female participants 
Pretorius et al. (2010) All female participants 
Rahkonen and Tozzi (2005) Predominantly female participants 
Rance et al. (2013) All female participants 
Reid et al. (2008) Predominantly female participants 
Rosenvinge and Klusmeier (2000) Not a qualitative study 
Sabel et al. (2014) Not a qualitative study 
Stice et al. (2011) All female participants 
Striegel et al. (2012) Not a qualitative study 
Tierney (2008) Predominantly female participants 
Timulak et al. (2013) Not a qualitative study 
Trepal et al. (2012) Not a qualitative study 
Vromans and Schweitzer (2010) Not a study of ED treatment experience 
Warren et al. (2013) Predominantly female participants 
Weltzin et al. (2012) Not a qualitative study 
Fig. 1. Flow chart of literature search. 
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Table 3. Themes related to the experience of ED treatment as reported in the primary papers 
Beer and Wren (25) Dearden & Mulgrew (26) Robinson et al. (27) Drummond and Murray (28) 
1) Experiencing ED 
as a pursuit of a physical 
identity characterized by 
fitness: ‘It’s about being 
fit, it’s not about being 
skinny’. 
2) Experiencing 
emasculation through 
stigma associated with 
an ED diagnosis: ‘It can 
feel like an admission of 
being less than male’. 
3) Experiencing care 
as a control: ‘I didn’t like 
being pushed around’. 
1) Pre-treatment 
themes:(a) causation: 
stress and perceived 
pressure from others; (b) 
masculinity and influence 
of sexuality ‘real men do 
not suffer EDs’; (c) 
usefulness of diagnosis in 
prompting help seeking 
2) Treatment and 
recovery: (a) treatment 
seeking delayed after 36 
years; (b) motivating 
factors: physical illness 
and prompts from 
concerned others; (c) 
range of barriers 
identified including 
stigma and lack of male 
services 
1) Difficulty seeing 
self as having ED:(a) 
difficulty admitting 
ED; (b) men with 
ED are ‘invisible’; 
(c) fear of negative 
reaction in others; 
(d) difficulty seeing 
ED as a problem; 
(e) links between 
ED and discomfort 
with identity 2) 
Treatment 
experience 
important issues 
were: (a) being 
understood and 
cared for; (b) 
recognition of 
issues of sex 
1) ED is 
form/expression of 
competition 
2) Fat phobia: 
males are also 
preoccupied sense of 
weight and body size 
3) Fitting the 
image a flawed sense 
of masculinity: 
mental illness not 
masculine, weak 
 
 
 
 
 
 
 
 
 
 
 
 
 248 
 
Table 4. Translation of themes related to male’s experiences of treatment for an eating disorder across 
the four primary studies 
Themes Sub-themes Paper origin 
Delays/impediments 
in Seeking 
treatment 
Shame/stigmaNot fitting sociocultural 
perception mental 
illness/EDAmbivalence toward the 
disorderLack of knowledge self/others/ 
and fear subsequent rejection 
Dearden and Mulgrew (26)De 
Beer and Wren (25)Robinson 
et al. (27)Drummond (28) 
Clinical features in males Different body image concerns 
muscularityHomosexualityOther 
suppression sexual function 
Dearden and Mulgrew (26)De 
Beer and Wren (25)Robinson 
et al. (27) Drummond (28) 
Treatment services Feminized services/psycho-
education/being a Minority in 
servicesTreatment too 
short/professionals lacking time to 
listenExperiencing care as control 
Dearden and Mulgrew (26)De 
Beer and Wren (25)Robinson 
et al. (27) 
Lack of consensus in 
views 
Relevance of sex Deardenand Mulgrew 
(26)Robinson et al. (27) 
All had less than 10 male participants and one included participants who were representatives of 
health care organizations and health care professionals, and used a written survey, not interviews, to 
collect data (25). All but one was of adults and in the fourth study the age group was unclear (28). In 
one (25) study the, methods were not reported in detail and the quality was therefore unclear. Only 
two studies had a primary focus of males' experiences of treatment (26, 27). Themes related to 
treatment experiences as reported in the four included papers are summarized in Table 3.  
Themes resulting from translation across studies are summarized in Table 4. The first were several 
issues that give an understanding of delays and impediments in seeking treatment. Many participants 
described shame and/or stigma of having an ED as an important impediment to seeking help as in the 
following quotes (note only Ref. 27, provided identity pseudonyms):  
It took over 10 years for me to do it ... I think I was just a bit ashamed on the admitting side. ['Ed' from 
(27, p. 179)]  
As a bloke I didn't like seeking help because it made me feel weak. [Participant from (28, p. 4)]  
... I didn't tell her ... it would be seen as a sign of weakness. ['Ed' from (27 p. 181)]  
May be '... very embarrassed'. [Organisational representative from (26, p. 602)]  
'It can feel like an admission of being less than male' 'having a female condition' and consequent self-
stigma or there being 'something further wrong' 'weak and incapable' 'less than male'. [Participants 
from (25, p. 432)]  
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Table 4 . Translation of themes related to male's experiences of treatment for an eating disorder across 
the four primary studies  
[Table omitted; see PDF]  
Males also reported that having an ED and/or having mental illness did not fit sociocultural 
perceptions of maleness or masculinity:  
Mental disorders are not very masculine as illnesses go. [Participant from (28, p.4)]  
I felt 'I'm the only guy in the world this has happened to'. ['Henry' from (27, p. 180)]  
Stigma in eating disorders being seen as 'female issues'. [Practitioner from (26, p. 599)]  
May perceive they have a female illness. [Organisational representative from (26, p. 602)]  
Many males were ambivalent toward the ED, perceiving positive aspects of it which reduced 
motivation to seek help:  
Because I used to be really big ... people used to stare at me. So I don't really want to go back to that. 
['Greg' from (27, p. 182)]  
It was a sense of control ... it just made me happy. ['Greg' from (27, p. 181)]  
Part of the thing I really value about being underweight is that it suppresses my sexuality. ['Frank' from 
(27, p. 181)]  
... Because I ... wasn't fat ... people wanted to get to know me. ['Ed' from (27, p. 181)]  
There was also commonly a deficit of knowledge about EDs both in themselves and in others, and a 
fear of subsequent rejection through a lack of understanding or health literacy:  
I'd been given all this stuff to read ... from that point on I was quite keen to get it sorted out. ['Henry' 
from (27, p. 180)]  
I have not sought treatment ... I never thought I was sick enough ... as I was never drastically 
underweight. [Participant from (26, p. 599)]  
I was afraid of another doctor telling me I wasn't eating disordered after I tried so hard to come to 
terms with it. [Participant from (26, p. 599)]  
Lack of recognition that eating disorders affect men. [Practitioner from (26, p. 599)]  
The second aspect to emerge was that, whilst there may be clinical features in common with females, 
there are also distinct features of EDs in men. The first differences were around body image concerns 
and muscularity:  
“I'm not very muscular”. [Participant from (28, p. 4)]  
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A man has connotation of big, strong, muscly ... I'm a straight guy, but a somewhat feminine straight 
guy. [Participant from (26, p. 597)]  
Appreciation of exploration of multiple definitions of masculinity aided recovery. [Practitioner report 
of client feedback from (26, p. 599-600)]  
... Particularly those who body-build or exercise excessively. [Practitioner from (26, p. 600)]  
... issue of Body Dysmorphic Disorder expresses itself through men 'seeing' thin ... [but] ... often being 
quite large and muscled. [Practitioner from (26, p. 602)]  
“it's about being fit; it's not about being skinny”. [Participant from (25, p.431)]  
There were also views that in some way an ED could be more likely in homosexual males compared to 
heterosexual males:  
“That's why I think women and gay men are quite similar in eating disorders, and in image ..”.. 
['Anthony' from (27, p.182)]  
The only other clinical feature mentioned was the suppression of sexual function:  
“Difficulty achieving erection”. [Participant from (26, p. 602)]  
Several issues related to the lack of appreciation of male issues in services, the female character of 
services (from community and primary care to specialized services) and how it felt to be a minority in 
services:  
“All the books are directed at women”. ['Henry' from (27, p. 180)]  
“[As the only male] you become aware of people holding back or you are purposely excluded, or people 
saying maybe it's best if you're not in this group. “['Bill' from (27, p. 183)]  
If we had more male friendly health systems more men might talk about eating issues. [Practitioner 
from (26, p. 601)]  
“The groups I'd be sitting in on ... body image things, they really didn't bear any relation to ... the issues 
that I had ... because we're women we're expected to be slim”. ['Bill' from (27, p. 183)]  
“In male only groups' men ... might not feel as ashamed or less masculine.“[Participant from (25)]  
“[I] tend to include small talk about cars and speak more pitched at a masculine level.” [Practitioner 
from (26, p. 602)]  
“[importance of being] ... open to differences between men and women's experiences.” [Practitioner 
from (26, p. 603)]  
Treatment was perceived as often too short and professionals lacked time to listen:  
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“Had I found it more difficult to put on weight I'd have been there for longer and would have had more 
therapy which I didn't really get at all.” ['Bill' from (27, p. 182)]  
It was also experienced by one participant as being controlling and a threat to self:  
“I didn't like being pushed around.” [Participant from (25, p. 432)]  
A final theme was that there was often a lack of consensus regarding the presence, relevance, or 
importance of sex issues:  
“I think this pretty much sex-excluding as a disorder. The reason why you get there are probably slightly 
different but in the end all roads lead to Rome.” [Bill from (27, p. 182)]  
“I would feel most comfortable being treated by a woman”. [Participant from (26, p. 602)]  
“I am aware it is usually considered that men are more likely to suffer from reverse eating patterns, 
but this has not been my experience.” [Participant from (26, p. 602)]  
“Keep approach very similar ... as for women”. [Practitioner from (26, p. 603)]  
Discussion 
The present research is, to our knowledge, the first systematic review of qualitative studies exploring 
the treatment experiences of males with EDs. We found only four studies and of these only two 
focused on treatment experience. The two (26, 27), however, had a clearly reported 
phenomenological qualitative method based on interviews. Studies were also small, only one (25) 
reported triangulation, and none reported reaching saturation of data. Notwithstanding the 
limitations of the studies, some themes emerged across between two and four studies. These were 
most often relevant to an understanding of the barriers to help-seeking with less about processes once 
treatment engagement had occurred.  
As in studies of women with EDs, stigma and shame were noted barriers to help-seeking. Poor ED 
health literacy or understanding of the nature and treatment of EDs in males with the ED as well as 
health professionals, and a positive regard for features of an ED that help control weight, have also 
been reported in studies of women with EDs (62-64). Such barriers are, however, likely compounded 
in males through the perception of EDs as a feminine problem and by implication males with an ED 
are less masculine (65) and there is less sympathy and understanding of health care need from males 
toward people with ED (5).  
Homosexuality did emerge in the synthesis as a theme, somewhat negating epidemiologic evidence 
(9). However, as other studies suggest (10), the relationships of homosexuality in males to ED features 
such as body dissatisfaction may be indirect or moderated by other psychological constructs such as 
degrees of femininity/masculinity. Research in males has pointed to the different body image concerns 
they may have, and some have argued for muscle dysmorphic disorder to be a variant of an ED in 
males (66). This view was supported by the finding of body image concerns around muscularity across 
three studies. Few other clinical features of males with EDs were described in the present study. In 
particular, there was an absence of themes around differing ED behaviors and obesity or weight 
disorder. The single report of sexual dysfunction is a reminder that males also have endocrine effects 
of EDs, the impact of which adds to poor quality of life of males with EDs (2).  
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Some males, as has been reported in studies of females, perceived their treatment experience as being 
unsupportive with professionals lacking time and the experience being a threat to self and a sense of 
control (63, 64). The males in this review also drew attention to a lack of care providers' appreciation 
of male issues. This supports the view of Weltzin et al. (14) that tailored services should to be provided 
for males for optimal outcomes. However, others in this review saw much in common for males with 
EDs with females and were positive about treatment from female practitioners. There seemed to be 
a lack of consensus with regards to the need for male-only services. Although this was found in only 
two of the studies, these were the two studies that focused on exploring treatment issues (26, 27).  
The strengths of this review were the broad inclusion criteria of all forms of an ED and the use of two 
reviewers in trial identification and data extraction. Limitations were the search of only one academic 
database; however, SCOPUS is broad based and includes PubMed papers as well as those from the 
social sciences. We decided to focus on post-1980 studies in order to provide a contemporary context 
for understanding the treatment experience of males, but this did mean we are unable to discuss how 
their experience may have changed over a longer time period. In addition, our review cannot comment 
on experiences of children or younger adolescents as no study addressed these groups. Finally, we did 
not contact authors to clarify methodologies where information was lacking in the published report 
and we included qualitative studies with disparate methodologies. 
Conclusion 
The present review identified only four small qualitative studies of males who have had treatment for 
an ED. The findings support studies in females which have investigated the delays and barriers to 
treatment seeking, such as stigma and poor health literacy. The findings also support studies which 
have argued for an appreciation of different body image concerns, i.e. a drive for muscularity being 
present in males, and heightened stigma of an ED in males as EDs are perceived a 'female' problem. 
Larger studies focusing on treatment experiences are needed to explore and expand on the issues of 
the similarities and differences in clinical features and thereby treatment needs, the role and nature 
of male-only services versus mixed-sex services, and what features of services may better engage and 
motivate males in therapy. Studies are also needed to explore the treatment experience across ED 
diagnostic groups.  
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APPENDIX C 
EATING DISORDER EXAMINATION QUESTIONNAIRE – V6 
 
The following questions are concerned with the past four weeks (28 days) only.  Please read each 
question carefully and indicate your answer by ticking  the appropriate box on the right.  Please 
answer all questions 
 
HOW MANY DAYS OF THE PAST  
28 DAYS - 
No 
days 
1-5 
days 
6-12 
days 
13-15 
days 
16-22 
days 
23-27 
days 
Every 
day 
1 Have you been deliberately 
trying to limit the amount of 
food you eat to influence your 
shape or weight (whether or 
not you have succeeded)? 
       
2 Have you gone for long periods 
of time (8 waking hours or 
more) without eating anything 
at all in order to influence your 
shape or weight? 
       
3 Have you tried to exclude from 
your diet any foods which you 
like in order to influence your 
shape or weight (whether or 
not you have succeeded)? 
       
4 Have you tried to follow 
definite rules regarding your 
eating (for example, a calorie 
limit) in order to influence 
your shape or weight (whether 
or not you have succeeded)? 
       
5 Have you had a definite desire 
to have an empty stomach 
with the aim of influencing 
your shape or weight? 
       
6 Have you had a definite desire 
to have a totally flat stomach? 
       
7 Has thinking about food, 
eating or calories made it very 
difficult to concentrate on 
things you are interested (for 
example, working, following a 
conversation or reading? 
       
8 Has thinking about shape or 
weight made it very difficult to 
concentrate on things you are 
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interested (for example, 
working, following a 
conversation or reading? 
9 Have you had a definite fear of 
losing control overeating? 
       
10 Have you had a definite fear 
that you might gain weight? 
       
11 Have you felt fat?        
12 Have you had a strong desire 
to lose weight? 
       
 
Questions 13-18: Please fill in the appropriate number on the right. Remember that the questions 
only refer to the past 4 weeks (28 days) 
13 Over the past 28 days, how many times have you eaten what other people would regard as an 
unusually large amount of food (given the circumstances)?    
 
 
   (e.g.  “12” =   
 
14On how many of these times did you have a sense of having lost control over your eating (at the 
time that you were eating)?    
 
 
    
15. Over the past 28 days, on how many days have such episodes of overeating occurred (i.e., you 
have eaten an unusually large amount of food and have had a sense of loss of control at the time)? 
 
 
 
    
15b Have you had other episodes of eating in which you have had a sense of having lost control and 
eaten more than you would like, but have not eaten a very large amount of food given the situation?  
Over the past 28 days how many days approximately would this have happened?  
 
 
    
16. Over the past 28 days, on how many times have you made yourself sick (vomit) as a means of 
controlling your shape or weight? 
 
 
 
    
  
17. Over the past 28 days, on how many times have you taken laxatives as a means of controlling 
your shape or weight? 
 
 
 
    
   
2                                                           1                                                         
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18. Over the past 28 days, on how many times have exercised in a ‘driven’ or ‘compulsive’ way as a 
means of controlling your shape or weight, or amount of fat, or to burn off calories? 
 
 
 
Questions 19-21: Please circle the appropriate number. Please not that for these questions  
the term “binge eating” means eating what others of your age and gender would regard as  
an unusually large amount of food for the circumstances, accompanied by  
a sense of having lost control over eating. 
 
ON HOW MANY 
DAYS OUT OF THE 
PAST 28 DAYS  
 
0 
days 
 
1-5 
days 
 
6-12 
days 
 
13-
15 
days 
 
16-
22 
days 
 
23-
27 
days 
 
Ev
ery 
Da
y 
19.  Have you 
eaten in secret (i.e. 
furtively)?...Ignore 
episodes of binge 
eating 
       
 
 
 
None of the time 
 
 
A 
few 
time
s 
 
Less 
than 
half 
 
Half 
of 
the 
time
s 
 
Mor
e 
than 
half 
 
Most 
of 
the 
time 
 
Ev
ery 
Ti
me 
20. On what 
proportion of the 
times that you 
have eaten have 
you felt guilty (felt 
that you’ve done 
wrong) because of 
its effect on your 
shape or 
weight?...Ignore 
episodes of binge 
eating 
       
 
 
 
 
 
 
 
 
OVER THE PAST 28 DAYS: 
 
Not 
at all 
 
Slightly 
 
Moderate
ly 
 
Markedly 
0 1 2 3 4 5 6 
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21. How concerned have you been about other people seeing 
you eat?  
…Ignore episodes of binge eating 
 
       
22. Has your weight (number on the scale) influenced how you 
think about (judge) yourself as a person? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
23. Has your shape influenced how you think about (judge) 
yourself as a person? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
24. How much would it have upset you if you had been asked to 
weigh yourself once a week (no more, or less, often) for the next 
four weeks?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
25. How dissatisfied have you been with your weight (number on 
the scale)? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
26. How dissatisfied have you been with your shape?  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
27. How uncomfortable have you felt seeing your body, (for 
example, seeing your shape in the mirror, in a shop window 
reflection, while undressing or taking a bath or shower)?  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
28. How uncomfortable have you felt about others seeing your 
body (for example, in communal changing rooms, when 
swimming or when wearing tight clothes)? 
       
 
Please give your best estimate of your present weight ………….and your height…………. 
If female:Over the past 3-4 months have you missed any menstrual periods? YES/NO  
If YES – How many?......................................... 
Have you been taking the ‘pill’ or hormone replacement therapy (HRT)? YES/NO 
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HUMAN RESEARCH ETHICS COMMITTEE                   
18 February 2016 
Dear Phillipa, 
I wish to formally advise you that the Human Research Ethics Committee has approved your research 
proposal H11464 “A qualitative exploration of treatment experiences in men with an eating disorder “, until 
2 April 2021 with the provision of a progress report annually if over 12 months and a final report on 
completion. 
         Conditions of Approval 
1. A progress report will be due annually on the anniversary of the approval date. 
2. A final report will be due at the expiration of the approval period. 
3. Any amendments to the project must be approved by the Human Research Ethics Committee prior to 
being implemented. Amendments must be requested using the HREC Amendment Request Form: 
http://www.uws.edu.au/__data/assets/pdf_file/0018/491130/HREC_Amendment_Request_Form.pdf  
4. Any serious or unexpected adverse events on participants must be reported to the Human Ethics 
Committee via the Human Ethics Officer as a matter of priority. 
5. Any unforeseen events that might affect continued ethical acceptability of the project should also be 
reported to the Committee as a matter of priority 
6. Consent forms are to be retained within the archives of the School or Research Institute and made available 
to the Committee upon request.Please quote the registration number and title as indicated above in the 
subject line on all future correspondence related to this project.  All correspondence should be sent to the 
email address humanethics@uws.edu.au. 
This protocol covers the following researchers:  
 Weltzin, Phillipa Hay, Janette Perz, Deborah Mitchison, Paul Rhodes, Priyanka Thapliyal 
Yours sincerely 
 
Professor Elizabeth Deane 
Presiding Member, 
Human Researcher Ethics Committee 
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b. Health Omnibus Survey 2005 Approval 
 
Human Research Ethics Committee 
 
 
 
 
Ms. Jodie Avery 
Epidemiologist 
Population Research and Outcomes Studies Unit 
Department of Health 
Level 8, Citi-CentreBuilding 
11 Hindmarsh Square 
ADELAIDE SA 5000 
 
Dear Ms. Avery, 
 
RE: The South Australian Health Omnibus Survey Spring 2005 
Thank you for submitting the above proposal to the Department of Health Human 
Research Ethics Committee for consideration. A sub-group of the HREC considered 
your application at its meeting on 13th September 2005. 
I am pleased to advise that ethics approval has been granted to this project. 
Future surveys will require a separate ethics application to be made to the HREC. 
While ethics approval has been granted to the Spring 2005 edition of this survey, we 
would like to offer the following comments for consideration in relation to  future 
Health Omnibus surveys, which will bring them in line with ethical  standards: 
• The sub-committee understand that a variety of organisations share the 
cost of undertaking this survey, and thus include questions of interest to 
them. In future applications to the HREC in relation to conducting the 
Health Omnibus, it would be useful for the HREC if you included a brief 
explanation from each organisation, outlining their reasons for including 
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the specific questions in the survey. This will assist us to understand that 
purpose of the questions, and thus will allow us to better consider the 
questionnaire as a whole. 
 
• It would be useful for you to have a conversation with Alwin Chong, 
Executive Officer of the Aboriginal Health Research Ethics Committee, to 
seek his endorsement of future surveys, and to ensure that there are no 
issues of specific sensitivity to Aboriginal and Torres Strait Islander people 
included within the questionnaire. 
• The introductory letter should include a statement that provides 
participants with the option of opting-out by calling the 1800 number. 
• In addition, the introductory letter should include a sentence that informs 
participants that the interviewer may need to report certain behaviours to 
authorities, e.g. mandatory reporting requirements, in line with legislative 
requirements.  
 
If you have any questions concerning the above information or regarding any other issues 
surrounding ethics approval, please contact Sarah on 8226 6367 or sarah.lawson@health.sa.gov.au.   
We wish you well in the completion of the SA Health Omnibus Survey Spring 2005. 
 
Yours sincerely, 
Professor Ian Olver 
A/CHAIRPERSON 
HUMAN RESEARCH ETHICS COMMITTEE 
13/09/2005 
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c:Health Omnibus Survey 2015 Approval 
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APPENDIX E 
QUESTIONNAIRE USED IN HEALTH OMNIBUS SURVEY IN 2005 
 
1. I would now like to ask you about episodes of overeating that you may have had recently. By 
overeating, or binge eating, I mean eating an unusually large amount of food in one go and at the time 
feeling that your eating was out of control, [that is you could not prevent yourself form overeating, or 
that you could not stop eating once you had started]. 
Over the past three months how often have you overeaten in the way I have described? 
• Not at all 
• Less often than once a week 
• Once a week 
• Two or more times a week 
  
2a. The next questions are about various weight-control methods some people use. Over the past 
three months have you regularly used, that is at least once a week any of the following: laxatives, 
diuretics (water tablets), made yourself sick, gone on a very strict diet or eaten hardly anything at all 
for a time, in order to control your shape or weight? 
No – not done any of these 
Interviewer: if ‘yes’ ask: 
 
3a Have you used laxatives/diuretics/vomiting regularly over the past three months? 
 
• Yes 
• No 
 
3b. Have you fasted and/or dieted very strictly on a regular basis over the past three months? 
• Yes  
• No 
 
4. In the past three months: Has your weight influenced how you think about (judge) yourself as a 
person? 
• Not at all 
• Very slightly 
• Slightly 
• Moderately 
• Markedly 
• Extremely (the most important thing for you) 
5. In the past three months: Has your shape influenced how you think about (judge) yourself as a 
person? 
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• Not at all 
• Very slightly 
• Slightly 
• Moderately 
• Markedly 
• Extremely (the most important thing for you) 
 
6. During the past four weeks, on how many days, if any, were you unable to complete your work, 
study or household responsibilities because of any problem with your (physical or emotional) 
health? 
Record the number of days between 0 and 28. 
Attitudes and Beliefs about a Health Problem 
 
In this next section there are three vignettes and three version of the questions. If possible could the 
vignettes be distributed randomly amongst the interviewers so about a third of respondents are 
given ‘Alison’, a third Andrew and a third ‘Jenny” 
 
This questionnaire concerns a hypothetical person called Alison.  The box below describes how she 
has been recently. 
 
Alison is a 32-year-old secretary working at a solicitor’s office. Alison has been overweight since she 
was an adolescent but in recent years this has increased to where she has severe obesity. Over the 
years Alison has tried a number of diet and healthy eating plans; however, she has never stayed with 
the recommendations for very long. Alison lives by herself and often feels lonely; to counteract these 
feelings Alison likes to ‘treat’ herself with luxurious foods such as chocolate and cheesecake. Alison’s 
diet is regular with 3 meals a day and it contains a wide variety of foods. When Alison gets home from 
work she often goes to the fridge for a small snack, however Alison finds that after eating the snack 
she is unable to stop eating and continues to eat a large amount of food. She may eat for example an 
apple, a slice of cheesecake, 5 biscuits, a jam sandwich and three glasses of milk. Later in the evening 
she will eat dinner and sometimes she loses control with this also and eats the extra helping that she 
was planning to save for the next day. Alison feels guilt and sadness after she has eaten like this and 
despises the shape of her body. Alison has never told anyone about the way she feels or the way she 
loses control of her eating. She has often thought about different ways to control her weight (e.g. 
exercise or laxatives) but has never done them.  
7. What would you say is Alison’s main problem? 
Depression  
Anorexia (anorexia nervosa)  
Bulimia (bulimia nervosa)  
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Stress  
Anxiety disorder/problem  
Low self-esteem/lacks self-confidence  
Poor diet  
“Yo-Yo” dieting  
An eating disorder, but not anorexia or bulimia  
No real problem, just a phase  
Other  (specify below)  
  
8. If Alison went to a doctor, what do you think he or she (i.e. the doctor) would say is Alison’s main 
problem? 
9. Below is a list of possible treatments for Alison. 
 
1. Just talking about the problem 
2. Cognitive Behaviour Therapy 
3. Psychotherapy  
4. Alternative or relaxation therapy e.g. naturopathy, homeopathy, massage, meditation or yoga 
5. Assertiveness or social skills training 
6. Admission to the psychiatric ward of a public hospital 
7. Admission to a private psychiatric hospital or clinic 
8. Self-help treatment manual 
9. Getting really fit/increasing time spent on exercise 
10. Getting out and about more/finding some new hobbies 
11. Getting information about the problem and available services 
12. Trying to deal with the problem on her own 
 
Which one of these treatments do you think would be most helpful for Alison?   
 
:  
 
10.  There are a number of different people or groups who might be able to help Alison.   
 
1. GP or family doctor 
2. Counsellor (including telephone, e.g. “Lifeline”) or Social worker 
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3. Psychiatrist or Psychologist 
4. Family member 
5. Close friend 
6. Dietician or nutritionist 
7. Naturopath or other alternative therapist 
8. Self-help support group such as “Overeaters Anonymous” 
9. Commercial weight-loss program such as “Weight Watchers” 
 
Which one of these people or groups do you think would be most helpful for Alison? 
  
:  
11. Do you think each of the following medicines would be helpful, harmful or neither to Alison? 
 
  
Helpful 
 
Harmful 
 
Neither 
 
Don’t 
know 
 
1. 
 
Vitamins and minerals     
 
2. 
 
Herbal medicines or tonics     
 
3. 
 
Anti-depressants such as Prozac or Zoloft     
 
4. 
 
Tranquillizers such as Valium or Serepax     
 
• Which one of these medicines do you think would be most helpful for Alison? 
 
:    
12.What do you think would be the likely result if Alison received the sort of help you think is most 
appropriate? 
 
 Full recovery with no further problems 
 Full recovery, but problems will probably re-occur 
 Partial recovery 
 Partial recovery, but problems will probably re-occur 
 No improvement 
 Get worse 
        
13. What do you think would be the likely result if Alison did NOT receive any help? 
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 Full recovery with no further problems 
 Full recovery, but problems will probably re-occur 
 Partial recovery 
 Partial recovery, but problems will probably re-occur 
 No improvement 
 Get worse 
 
 
14.  What do you think would happen to Alison’s weight with treatment? 
 
 Decrease a little 
 Decrease 
 Stay the same 
 Increase 
 Increase a lot 
 
15.    Do you think that Alison would be discriminated against by others in the community if they knew 
about the problem she has, for example, by an employer, a colleague, a family member, or by a health 
professional? 
 
NO  YES  
 
If yes, in what ways do you think Alison might be discriminated against? 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________ 
___________________________________ 
 
 
 
 
  Not 
difficult 
at all 
A little 
difficult 
Moderately 
difficult 
Very 
difficult 
Extremely 
difficult 
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16. 
 
How difficult do you think 
Alison’s problem would be to 
treat?  
     
 
  Never 
thought 
it 
Rarely 
thought 
it 
Occasionally         
Often   thought it             
thought it 
Always 
thought 
it 
 
17. 
 
Have you ever thought that it 
might not be too bad to be like 
Alison, given that she has been able 
to lose a lot of weight? 
     
 
 
 
 
 
 
 
 
  
 Very 
few 
– 
less 
than 
10% 
More 
than 
10% 
but 
less 
than 
30% 
More 
than 
30% 
but 
less 
than 
50% 
About 
50% 
More 
than 
50% 
but 
less 
than 
70% 
More 
than 
70% 
but 
less 
than 
90% 
Most 
women, 
90% or 
more 
 
18. 
 
How many women aged 18 to 
45 in the general community 
do you think might have 
Alison’s problem at any given 
point in time? 
       
 
19. Do you think that you might currently have a problem like Alison’s?                  
 
• How would you describe this problem? 
 
 Anorexia     
 Bulimia     
 Binge eating disorder/problem  
 Other   
 
NO 
(go to Q.14)  
YES 
(continue below, then go to Q.14 )  
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20.  Have you spoken to or sought advice or treatment from any professional person, e.g. a 
counselor, a psychologist, a doctor, a dietician, specifically in relation to a problem with your 
EATING, such as eating too much in one go, feeling that your eating is out of control, being 
preoccupied with what you can eat or when you can eat, or with burning up calories, or other 
problems like this? 
          
 
 
21. Over the past 6 months have you been trying to lose weight? 
 
 
 
This questionnaire concerns a hypothetical person called Andrew.  The box below describes how she 
has been recently. 
 
Andrew is a 26-year-old male who works in the meat works. Andrew is slightly overweight and feels 
that he has a pot belly. Andrew is very worried about his looks and wants to bulk up his muscles and 
lose fat. Andrew’s job involves a lot of physical labor but he does not count this as exercise. Every 
night Andrew spends an hour and half in the gym lifting weights, on his day off he goes for a 15km 
run. Andrew has recently started replacing his dinner meal with a high protein sports drink, he also 
tries to eat high protein foods through the rest of the day. Andrew does not have many friends and 
feels that if he changes his shape he will be more attractive and a better person.  
 
7.  What would you say is Andrew’s main problem? 
 
Depression  
Anorexia (anorexia nervosa)  
Bulimia (bulimia nervosa)  
Stress  
Anxiety disorder/problem  
Low self-esteem/lacks self-confidence  
Poor diet  
“Yo-Yo” dieting  
An eating disorder, but not anorexia or bulimia  
No real problem, just a phase  
Other  (specify below)  
 : 
If Andrew went to a doctor, what do you think he or she (i.e. the doctor) would say is Andrew’s main 
problem? 
 
:    
 
NO 
  
YES 
  
 
NO  YES  
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9. Below is a list of possible treatments for Andrew. 
 
1. Just talking about the problem 
2. Cognitive Behaviour Therapy 
3. Psychotherapy  
4. Alternative or relaxation therapy e.g. naturopathy, homeopathy, massage, meditation or yoga 
5. Assertiveness or social skills training 
6. Admission to the psychiatric ward of a public hospital 
7. Admission to a private psychiatric hospital or clinic 
8. Self-help treatment manual 
9. Getting really fit/increasing time spent on exercise 
10. Getting out and about more/finding some new hobbies 
11. Getting information about the problem and available services 
12. Trying to deal with the problem on her own 
 
 
Which one of these treatments do you think would be most helpful for Andrew?   
: 
 
10.  There are a number of different people or groups who might be able to help Andrew.   
 
1. GP or family doctor 
2. Counselor (including telephone, e.g. “Lifeline”) or Social worker 
3. Psychiatrist or Psychologist 
4. Family member 
5. Close friend 
6. Dietician or nutritionist 
7. Naturopath or other alternative therapist 
8. Self-help support group such as “Overeaters Anonymous” 
9. Commercial weight-loss program such as “Weight Watchers” 
 
Which one of these people or groups do you think would be most helpful for Andrew? 
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11. Do you think each of the following medicines would be helpful, harmful or neither to Andrew? 
 
  
Helpful 
 
Harmful 
 
Neither 
 
Don’t 
know 
 
1. 
 
Vitamins and minerals     
 
2. 
 
Herbal medicines or tonics     
 
3. 
 
Anti-depressants such as Prozac or Zoloft     
 
4. 
 
Tranquillizers such as Valium or Serepax     
 
Which one of these medicines do you think would be most helpful for Andrew? 
 
:    
 
 
12.   What do you think would be the likely result if Andrew received the sort of help you think 
is most appropriate? 
 
 Full recovery with no further problems 
 Full recovery, but problems will probably re-occur 
 Partial recovery 
 Partial recovery, but problems will probably re-occur 
 No improvement 
 Get worse 
        
 
13. What do you think would be the likely result if Andrew did NOT receive any help? 
 Full recovery with no further problems 
 Full recovery, but problems will probably re-occur 
 Partial recovery 
 Partial recovery, but problems will probably re-occur 
 No improvement 
 Get worse 
 
 
14.  What do you think would happen to Andrew’s weight with treatment? 
 
 Decrease a little 
 Decrease 
 Stay the same 
 Increase 
 Increase a lot 
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15.    Do you think that Andrew would be discriminated against by others in the community if they 
knew about the problem she has, for example, by an employer, a colleague, a family member, or by 
a health professional? 
 
NO  YES  
 
If yes, in what ways do you think Andrew might be discriminated against? 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
____________________________________ 
  Not 
difficult 
at all 
A little 
difficult 
Moderately 
difficult 
Very 
difficult 
Extremely 
difficult 
 
16. 
 
How difficult do you think 
Andrew’s problem would be 
to treat?  
     
 
 
 
  Never 
thought 
it 
Rarely 
thought 
it 
Occasionally         
Often   thought it             
thought it 
Always 
thought 
it 
 
17. 
 
Have you ever thought that it 
might not be too bad to be like 
Andrew, given that she has been 
able to lose a lot of weight? 
     
 
  
Very 
few 
– 
less 
than 
10% 
More 
than 
10% 
but 
less 
than 
30% 
More 
than 
30% 
but 
less 
than 
50% 
About 
50% 
More 
than 
50% 
but 
less 
than 
70% 
More 
than 
70% 
but 
less 
than 
90% 
Most 
women, 
90% or 
more 
18. How many women aged 
18 to 45 in the general 
community do you think 
might have Andrew’s 
problem at any given point 
in time? 
       
 
 
19. Do you think that you might currently have a problem like Andrew’s?                  
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How would you describe this problem? 
 
 Anorexia     
 Bulimia     
 Binge eating disorder/problem  
 Other   
 
 
20.  Have you spoken to or sought advice or treatment from any professional person, e.g. a counselor, 
a psychologist, a doctor, a dietician, specifically in relation to a problem with your EATING, such as 
eating too much in one go, feeling that your eating is out of control, being preoccupied with what you 
can eat or when you can eat, or with burning up calories, or other problems like this? 
          
 
 
21. Over the past 6 months have you been trying to lose weight? 
 
 
 
This questionnaire concerns a hypothetical person called Jenny.  The box below describes how she 
has been recently. 
 
Jenny is a 28-year-old stay at home Mum, she has 3 young children and has recently stopped 
breastfeeding. Despite major efforts to lose weight in the last five years with a number of diets, she 
has not had much success until recently. In the last 6 months Jenny has started jogging every night, 
when her husband arrives home to look after the kids. If she ever misses a night she feels guilty and 
upset and jogs twice as far the next day.  In the last few months Jenny has cut back on her food intake 
while her husband is at work, she often skips breakfast and only has a small salad for lunch.  Jenny has 
also started secretly vomiting after her husband cook’s high fat dinners for the family. Jenny thinks 
she is fat and worthless; although she is enjoying compliments she has obtained from her husband 
regarding weight loss (about 10 kg). Jenny is 168cm tall and has a present weight of 44kg 
7.  What would you say is Jenny’s main problem? 
 
Depression  
Anorexia (anorexia nervosa)  
Bulimia (bulimia nervosa)  
Stress  
Anxiety disorder/problem  
NO 
(go to Q.14)  
YES 
(continue below, then go to Q.14 )  
NO 
  
YES 
  
 
NO  YES  
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Low self-esteem/lacks self-confidence  
Poor diet  
“Yo-Yo” dieting  
An eating disorder, but not anorexia or bulimia  
No real problem, just a phase  
Other  (specify below)  
 :   
 
If Jenny went to a doctor, what do you think he or she (i.e. the doctor) would say is Jenny’s main 
problem? 
  
 
9. Below is a list of possible treatments for Jenny. 
 
1. Just talking about the problem 
2. Cognitive Behaviour Therapy 
3. Psychotherapy  
4. Alternative or relaxation therapy e.g. naturopathy, homeopathy, massage, meditation or yoga 
5. Assertiveness or social skills training 
6. Admission to the psychiatric ward of a public hospital 
7. Admission to a private psychiatric hospital or clinic 
8. Self-help treatment manual 
9. Getting really fit/increasing time spent on exercise 
10. Getting out and about more/finding some new hobbies 
11. Getting information about the problem and available services 
12. Trying to deal with the problem on her own 
 
Which one of these treatments do you think would be most helpful for Jenny?   
 
 
10.  There are a number of different people or groups who might be able to help Jenny.   
 
1. GP or family doctor 
2. Counselor (including telephone, e.g. “Lifeline”) or Social worker 
3. Psychiatrist or Psychologist 
4. Family member 
5. Close friend 
6. Dietician or nutritionist 
 277 
 
7. Naturopath or other alternative therapist 
8. Self-help support group such as “Overeaters Anonymous” 
9. Commercial weight-loss program such as “Weight Watchers” 
 
Which one of these people or groups do you think would be most helpful for Jenny? 
  
: 
11. Do you think each of the following medicines would be helpful, harmful or neither to Jenny? 
 
  
Helpful 
 
Harmful 
 
Neither 
 
Don’t 
know 
 
1. 
 
Vitamins and minerals     
 
2. 
 
Herbal medicines or tonics     
 
3. 
 
Anti-depressants such as Prozac or Zoloft     
 
4. 
 
Tranquillizers such as Valium or Serepax     
 
Which one of these medicines do you think would be most helpful for Jenny? 
 
 
12.   What do you think would be the likely result if Jenny received the sort of help you think is 
most appropriate? 
 
 Full recovery with no further problems 
 Full recovery, but problems will probably re-occur 
 Partial recovery 
 Partial recovery, but problems will probably re-occur 
 No improvement 
 Get worse 
        
13. What do you think would be the likely result if Jenny did NOT receive any help? 
 
 Full recovery with no further problems 
 Full recovery, but problems will probably re-occur 
 Partial recovery 
 Partial recovery, but problems will probably re-occur 
 No improvement 
 Get worse 
 
 
14.  What do you think would happen to Jenny’s weight with treatment? 
 
 Decrease a little 
 Decrease 
 278 
 
 Stay the same 
 Increase 
 Increase a lot 
 
 
15.    Do you think that Jenny would be discriminated against by others in the community if they 
knew about the problem she has, for example, by an employer, a colleague, a family member, or by 
a health professional? 
 
NO  YES  
 
If yes, in what ways do you think Jenny might be discriminated against? 
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
__________________________________________________________________________________
____________________________________ 
  Not 
difficult 
at all 
A little 
difficult 
Moderately 
difficult 
Very 
difficult 
Extremely 
difficult 
 
16. 
 
How difficult do you think 
Jenny’s problem would be to 
treat?  
     
 
  Never 
thought 
it 
Rarely 
thought 
it 
Occasionally         
Often   thought it             
thought it 
Always 
thought 
it 
 
17. 
 
Have you ever thought that it 
might not be too bad to be like 
Jenny, given that she has been able 
to lose a lot of weight? 
     
 
  
 Very 
few 
– 
less 
than 
10% 
More 
than 
10% 
but 
less 
than 
30% 
More 
than 
30% 
but 
less 
than 
50% 
About 
50% 
More 
than 
50% 
but 
less 
than 
70% 
More 
than 
70% 
but 
less 
than 
90% 
Most 
women, 
90% or 
more 
18.  
How many women aged 18 to 
45 in the general community 
do you think might have 
Jenny’s problem at any given 
point in time? 
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19. Do you think that you might currently have a problem like Jenny’s?                  
     
  
How would you describe this problem? 
 
 Anorexia     
 Bulimia     
 Binge eating disorder/problem  
 Other   
 
 
20.  Have you spoken to or sought advice or treatment from any professional person, e.g. a 
counselor, a psychologist, a doctor, a dietician, specifically in relation to a problem with your 
EATING, such as eating too much in one go, feeling that your eating is out of control, being 
preoccupied with what you can eat or when you can eat, or with burning up calories, or other 
problems like this? 
          
 
21. Over the past 6 months have you been trying to lose weight? 
 
 
  
NO 
(go to Q.14)  
YES 
(continue below, then go to Q.14 )  
NO 
  
YES 
  
 
NO  YES  
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APPENDIX F 
 
QUESTIONNAIRE FOR HEALTH OMNIBUS SURVEY -2015 
 
SA HEALTH OMNIBUS SURVEY 
SPRING 2015 
 
Good..my name is…from Harrison Health Research. We are conducting a survey on behalf of The 
University of Adelaide and a range of health organisations in South Australia. 
You should have received a letter which explains the background to the survey in more detail. 
In this survey we are speaking to people aged 15 and over. 
If there is more than one person in the household aged 15 or over, we are asked to speak to the person 
who was last to have a birthday. This is to ensure we interview a representative cross-section of the 
community. 
Could I please speak with the person whose birthday was last? 
This survey is voluntary and you are free to withdraw at any time. I would like to assure you that your 
individual responses will remain confidential and you are not required to answer any questions that 
you are not comfortable with. 
Your answers will be used for health planning and will assist in improving the health of all South 
Australians. 
 
MENTAL HEALTH 
The next questions in this survey concern mental health. You can choose not to answer any question 
you are not comfortable with. 
 
M1 Are you currently receiving treatment for anxiety, depression, or any other mental health 
problem? 
 
M2 Are you currently receiving the disability pension on the basis of a psychological or psychiatric 
illnes? 
1 Yes 
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APPENDIX G 
Antidepressants taken in any period of your life.  
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APPENDIX H 
Derivation of current (three months) DSM-5 diagnostic categories in the present study. 
Reproduced from Hay et al., 2017 (With Permission) 
Diagnosis Features Observations 
 BMI Strict 
dieting, 
fasting 
and/or 
purging 
Weight/shape 
overvaluation 
(score ranged 
0-6) 
Binge 
eating 
episodes 
Marked 
distress 
associated 
with 
binge 
eating 
 
Anorexia 
Nervosa 
(AN) 
<18.5 Weekly ≥4 Not 
required 
n/a DSM-5 criteria A, B and 
C 
AN - 
broad 
<18.5 Not 
required 
≥4 Not 
required 
n/a DSM-5 criteria A and C 
Bulimia 
nervosa 
(BN) 
≥18.5 Weekly ≥4 Weekly Not 
required 
All DSM-5 criteria 
BED –
broada 
≥18.5 Not 
present 
n/a Weekly Present DSM-5 criteria A, D, E 
OSFED - 
atypical 
ANa 
≥18.5 Weekly ≥4 Not 
required 
n/a   
OSFED - 
BNa 
≥18.5 Weekly ≥4 Less 
than 
weekly 
Not 
required 
Bulimia nervosa of 
sub-threshold 
frequency. Duration 
<3-months not asked 
OSFED - 
BEDa 
≥18.5 Not 
present 
n/a Less 
than 
weekly 
Present BED of sub-threshold 
frequency. Duration 
<3-months not asked 
OSFED - 
purging 
disorder’a 
≥18.5 Weekly Not required Not 
present 
n/a   
Types of 
UFEDa 
≥18.5 Weekly 
purging 
Not required Not 
required 
n/a Not meeting criteria 
for any other eating 
disorder, including 
ARFID. 
≥18.5 Weekly 
purging 
Not required Not 
required 
n/a 
≤18.5 Weekly Not required Not 
required 
n/a/ 
ARFID Any Not 
required 
<4 Not 
required 
n/a Avoiding/restricting 
eating foods 
associated with weight 
loss and/or nutrition 
deficit and/or 
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interpersonal 
problems, not for 
cultural or medical 
conditions. 
a2015 only; BED Binge Eating Disorder, OSFED Other Specified Feeding or Eating Disorder, UFED Unspecified Feeding or Eating 
Disorder, ARFID Avoidant/Restrictive Food Intake Disorder 
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                                                        APPENDIX I 
Comparative demographic and clinical features of participants with a DSM-5 eating disorder 
Modified from Hay etal. 2017 (with permission). 
 Age/Years Female Sex BMI 
 Mean SD n% Mean SD 
Year 
assessed 
2015 2015 2015 
Anorexia 
Nervosa- 
Broad 
33.3b 10a 17.9b 
16.5 63% 0.5 
Bulimia 
nervosa 
(BN) 
34.1b 17a 32.0c 
12.8 46% 7.6 
BED - 
Broad 
41.5 31a 32.8c 
16.3 69% 8.7 
ARFID 31.9 5a 22.0b 
19.7 50% 3.9 
OSFED 46.1a 67b 27.8e 
18.1 70% 6.3 
Sub-
threshold 
BN 
34.4 12 26.7 
1.7 86% 4.1 
Sub-
threshold 
BED 
44.4 11 28 
19.4 100% 7.2 
Purging 
Disorder 
67.5 7 26.9 
16.6 64% 5.4 
UFED 38.3b 141c 27.1e 
16.0 45% 6.0 
48.2a 1256a 26.8a 
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No eating 
disorder 
19.3 50% 5.7 
 
Data reported in this table are weighted for South Australian norms, BED Binge Eating Disorder, OSFED Other 
Specified Eating or Feeding Disorder, UFED Unspecified Feeding or Eating Disorder, SBE Subjective binge eating 
episode 
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APPENDIX J 
Search Terms  
 
 
DATABASE                                           SEARCH TERMS  
Pub Med (“Gender" OR "sex" OR "male” OR “men” OR “women” OR “female”) AND (“treatment 
OR therapy”) AND (“eating disorder" OR “anorexia” OR “bulimia” OR “binge eating”) 
AND (“qualitative”).  
Psych Info (“Gender" OR "sex" OR "male” OR “men” OR “women” OR “female”) AND (“treatment 
OR therapy”) AND (“eating disorder" OR “anorexia” OR “bulimia” OR “binge eating”) 
AND (“qualitative”).  
Google 
Scholar 
(“Gender" OR "sex" OR "male” OR “men” OR “women” OR “female”) AND (“treatment 
OR therapy”) AND (“eating disorder" OR “anorexia” OR “bulimia” OR “binge eating”) 
AND (“qualitative”).  
Scopus  (“Gender" OR "sex" OR "male” OR “men” OR “women” OR “female”) AND (“treatment 
OR therapy”) AND (“eating disorder" OR “anorexia” OR “bulimia” OR “binge eating”) 
AND (“qualitative”).  
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APPENDIX K 
List of Excluded Studies 
SN TITLE AUTHOR YEAR REASON FOR EXCLUSION 
1 A qualitative analysis of aspects of 
treatment that adolescents with 
anorexia identify as helpful 
Zaitsoff, 
Pullmer, Geller 
2016. 21 female adolescents interviewed to 
know what was helpful in their 
treatment. No mention of gender. 
 
2 Gender differences found in a 
qualitative study of a disordered eating 
prevention program: What do boys have 
to say? 
Gonzalez et al 2015 Nothing about role of gender in 
treatment. 
 
3 The  experience of specialist inpatient 
treatment for anorexia nervosa. 
Smith et al 2016 Experience of treatment of women 
with no consideration to gender issues 
4 Rules of engagement : qualitative 
experiences 
Sly et al 2014 treatment experiences of women with 
nurses. No mention of gender. 
 
5 An exploration of the perceptions and 
experiences of living with chronic 
anorexia 
 
Fox and Diab, 
2013 Treatment experiences of 6 women 
with nothing about role of gender. 
 
6 Eating disorders patients views on their 
disorders and on an outpatient service. 
Reid et al 2008.- 19 women and 1 man interviewed 
about experiences of treatment. 
nothing about gender. 
 
7 Exploring patients experiences of eating 
disorder treatment 
Sheridan et al 2016  Treatment experiences of 14 women, 
no mention of gender. 
 
8 Therapeutic engagement: perspective 
of adolescents 
Zaitsoff  et al 2015 34 female adolescent's view on 
treatment. 
 
9 The experience of women who 
participated in an ED treatment 
program to develop feminist 
consciousness. Thesis 
Crenshaw 1999 Not about gender role in treatment 
 
10 A feminist family therapy  research 
study 
Chan 2006 Case study of a female about family 
therapy. 
 
11 What do women in therapy for an ED 
found helpful. Thesis 
Kelley 2005 Nothing about gender. 
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12 The parent experience of illness 
treatment and change 
Hannon et al   2017 Treatment experiences of women in 
community treatment with no 
consideration of gender. 
 
13 Adolescents inpatient treatment for 
anorexia nervosa 
Offord et al 2006 Experiences of treatment for AN. 
 
14 Self admission to inpatient treatment 
for patients with anorexia 
Strand et al 2017 Experiences of 15 women and 1 man 
participating in self-admission program 
of a specialist clinic. Nothing about 
gender issues. 
 
15 A qualitative analysis of aspects of 
treatment that adolescents with 
anorexia identify as helpful 
Zaitsoff et al 2015 34 female adolescent's view on 
treatment. 
 
16 You don't have anorexia, you just want 
to look like a celebrity, 
Dimitropoulos 
et al 
2016 Perceived stigma about AN. 
 
17 Adolescents experiences of inpatient 
treatment for anorexia nervosa 
Colton & 
Pistrang 
2004 Experiences of an inpatient treatment. 
 
18 Shame and pride in AN. Skarderud 2007 Role of shame in ED. 
 
19 Exploring patients experiences of eating 
disorder treatment 
Sheridan et al 2015 Treatment experiences of 14 women, 
no mention of gender. 
 
20 The individual within a condition Tierney 2008 Treatment experiences of AN , gender 
issues not considered. 
 
21 Preferred therapist characteristics in 
treatment of AN 
Gullisken 2012 Therapist qualities helpful in treatment. 
 
22 Treatment of AN in the context of trans 
sexuality 
Ewan et al 2014   Case report of a transgender under 
treatment for AN with no mention of 
experiences. 
 
23 ED in a transgendered patient: A case 
report. 
Surgenor & 
Fear 
1998 Case report of a transgender under 
treatment for AN with no mention of 
experiences. 
 
24 A life history analysis of a male athlete 
with an ED. 
Papathomas 2006 About onset of bulimia not about 
treatment. 
 
25 An angel on my shoulder 
 
Wright et al 2012 Therapeutic relationship between 
patient and healthcare professional. 
 
26 Inside the experience of AN. Ross & Green 2011 Therapeutic experience of 2 women. 
No mention of gender. 
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27 Disciplining the feminine. Moulding 2006 Health care providers interview. 
 
28 Constructing the eating disordered 
patient. 
Malson et al 2004 Experience of treatment of 35 women 
and 1 man. Nothing about gender 
issues. 
 
29 Tracing a matrix of gender: an analysis. Malson et al 2008 Nurses account of nursing eating 
disordered patients. 
 
30 Shame, pride and ED Goss 2009- Explored shame and shame based 
responses in ED 
 
31 Patients evaluation of their former 
treatment for AN. 
Brinch et al 2009 Evaluations for treatment. 
 
32 Treatment issues and outcome for 
males with ED 
Weltzin 2012 Quantitative study 
33 Living with the anorexic voice Tierney 2010 Experience of having AN. 
34 The quantification of gender. AN and 
feminity. 
Till. 2011 Gender identity scales 
35 erceptions of gender ideals predict 
treatment outcome. 
Thurfjell. 2006 Quantitative study to predict treatment 
outcome. 
 
36 Being me and being us adolescents. Lindstedts et al 2015 Role of family and therapist in 
treatment. 
37 Life as a male anorexic Drummond 1999. Explores lives of male with AN or BN, 
not about treatment. 
 
38 Insights into the experiences of 
treatment 
Thapliyal et al 2017 Qualitative study but not involving 
gender issues. 
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APPENDIX L 
List of Included Studies 
S.N Author, 
Year, 
Country 
Participants ED Form Study 
question 
Study design and 
transparency 
Rigor of analysis and 
reporting 
1 Dearden & 
Mulgrew 
(2013), 
Australia 
1) 
representatives 
of 
organizations, 
2) practitioners, 
and 3) 5 men 
clients 
aged 
22-58 years, 
long-standing 
ED 
issues of 4-19 
years 
2 with formal 
diagnosis of 
AN and BDD 
Research 
question 
clear based 
on 
systematic 
review 
Purposive sampling, 
followed by 
snowballing, 
males were self-
selected by invitation 
form 
health care 
organization, 
general-inductive 
approach, open-
ended written self-
report 
single author 
thematic analysis 
Quality mixed, 
unclear role of 
researchers 
and ethics, analytic 
approach described, 
quotes used and 
triangulation (3 
sources), 
saturation not 
reported, limitations 
discussed (small 
sample and use 
written 
survey) 
2 Raisanen & 
Hunt (2014), 
UK 
Men =10 (age 
17-25years)  
AN, BN & 
EDNOS 
 
Research 
question 
clear. 
Qualitative 
interviews. 
Qualitative 
interpretative 
approach, use of 
quotes. Themes and 
subtheme discussed 
in detail. 
3 Duffy et al 
(2016), USA 
Transgender 
n=84 
AN, BN, BED 
& EDNOS 
Clear 
research 
question.  
Online questionnaire Inductive thematic 
analysis 
4 Robinson et 
al (2013), UK 
Men  =8 AN, BN & 
EDNOS 
Research 
question 
clear. 
Semi structured 
interviews. 
Interpretative 
phenomenological 
analysis 
5 Beer and 
Wren (2012) 
UK- England  
Specialist 
services 
 
 
Men =9 (age21-
42 years) 
All but most 
AN 
 
Research 
question 
clear and 
based on 
systematic 
review 
 
Interviews, 
interpretive 
phenomenological 
analysis, secondary 
report of 
unpublished 
thesis thus 
transparency unclear 
Quality unclear, 
design and analytic 
approach not 
reported in 
publication 
(book chapter) 
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6 Drummond 
& Murray 
(2002), 
Australia 
Men n=8 age 
unclear 
AN  & BN Research 
question 
clear and 
based on 
systematic 
review 
 
6 Drummond & 
Murray (2002), 
Australia 
7 Su Holmes 
(2016) UK 
Women n= 15 
(age 19-45 
years) 13-
heterosexual, 1-
bisexual, 1- 
bi/pansexual 
AN, BN, BED Clear 
research 
question 
One-to-one interview Thematic discourse 
analysis, 
8 Holmes  et al 
(2017) , UK 
Women= 7 (age 
19 -51 years) 
AN Clear 
research 
question 
Semi-structured 
individual interview 
Thematic Discourse 
analysis 
9  Crenshaw 
(1998) Thesis 
Women =10 ( 
age 27-59 years) 
AN, BN 
purging, BN 
non purging 
Clear 
research 
question  
Purposive sampling; 
Semi-structured 
individual interview 
Constant 
comparative method 
of data analysis 
 
 
